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attempis y some suggestions in regard to the pathogenesis of essen- 
sision of tial hypertension. An introductory historical review of 
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Evidence that Physiological Elevation of Blood Pressure 
Predisposes to Essential Hypertension in Later Life 


is, for I 

: labium | Bven when the blood pressures lie within limits regarded 
were normal, individuals whose pressures are higher than the 
n of the average have a higher-than-average incidence of hyperten- 
wed the sion and circulatory disorder in later life, whereas those 


Indeed, 
ay arise 
simply: 
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es only, 


whose pressures are below the average have a decidedly 
lower-than-average incidence of essential hypertension and 
of circulatory disorders in later life (Symonds, 1923 ; 
Association of Life Insurance Medical Directors and the 
Actuarial Society of America, 1925 ; Diehl and Hesdorffer, 
1933; Trans. Internat. Congress Life Ass. Med., 1935 ; 
Actuarial Society of America, 1939 ; Robinson and Brucer, 
1939; Hunter, 1939; Hines, 1940; Actuarial Society of 
America, 1941). 

Reference will now be made to some of the factors influ- 
encing the blood-pressure level. Especial attention will be 
given to the relationship of such factors to the expectation 
of the development of essential hypertension in later life. 
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fter the Race and Geographical Environment 


* which | European and North American white people have somewhat 
tologist | higher average and modal casual blood pressures than certain 
ay tube | Indian, Chinese, African, Philippine, and American Indian 
“cancer; seoples, and the incidence of high blood pressure is decidedly 
suading'| {wer among the latter group. The differences between the 


| “4 = average blood pressures of such groups may be 10 to 20 mm. 
we tv systolic and 8 to 15 mm. diastolic for comparable ages. While 
race seems to influence the liability to essential hypertension 
os Gat (Kirk, 1931; Shattuck, 1933; Flaxman, 1934; Kean, 1941) 
ological Vironment also has a strong influence ; and this predisposi- 
of the gion seems to be closely related to the levels of the blood 
ment of Pressures encountered in the populations under consideration. 
of early § For example, China appears to provide an environment 
 avail-  hvouring lower blood pressures and less essential hypertension. 
Bape North America favours higher levels of the “ normal” blood 
re at the § Messures and much essential hypertension. The blood pressure 
ent on § { Chinese in China is below that of Canadian and United 
States citizens resident in their own countries (Cadbury, 1922, 
1923; Ying, 1926; Kilborn, 1926; Foster, 1927: Tung, 1928, 
‘or Air § 1930). Essential hypertension in much of China is also 
ur, and Hf incommon (Cadbury, 1922, 1923 ; Cruickshank, 1923 ; Kilborn, 
s Pe {926 ; Foster, 1927, 1930) even among well-fed sections of the 
peer tommunity (Houston, 1929). Krakower (1933-4) states that 
jumn 2 § 2 blood pressure of Chinese after long residence in Canada 
viii). resembles that of other Canadian residents, and that essential 
——— f Wpertension is common. Tung (1928) found that 30 Chinese 
4 to Tue § "ident in the United States had falls of pressure on returning 
Squate, $0 Peking. Tung (1927) reported that 58 Americans had a 
— listinct fall of blood pressure on taking up residence in China, 
al alone. § Md Foster (1927) found that 120 Americans in Hunan had 
Manage, § in average pressure close to that of the local Chinese. 
Manager. § African negroes have lower blood pressures than those of 
5pm Bheir race who live in America (Donnison, 1929), and the 
p+. ‘The subject matter of lectures delivered as visiting Professor of 
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incidence of high blood pressure is low among negroes in 
Africa (Heimann, Strachan, and Heyman, 1929; Shattuck, 
1930; Schulze and Schwab, 1936). The latter authors also 
quote personal communications from Taylor, Odaley, Dry, 
and Wakeford. American negroes after the age of 20 have 
higher blood pressures than American whites (Alvarez and 
Stanley, 1930; Adams, 1932), and the incidence of high blood 
pressure is greater in negroes than in white residents of the 
United States (Stone and Vanzant, 1927; Donnison, 1929; 
Alvarez and Stanley, 1930; Allen, 1931 ; Holmes, 1931 ; Kirk, 
1931; Adams, 1932; Laws, 1932-3; Flaxman, 1934; Weiss 
and Prusmack, 1938; Hedley, 1941). Hypertension of a few 
days’ duration after exposure to explosive blast was more 
common in negroes than whites (Ruskin, Beard, and Schaffer, 
1948). Hypertension is greater among town dwellers than 
among country dwellers of the same race and land (Holmes, 
1931; Flaxman, 1934). East Africans also have lower blood 
pressures and less essential hypertension than North American 
or Western Europeans (Donnison, 1929; Williams, 1944a, 
1944b). Egyptians on the whole have lower blood pressures 
than Anglo-Saxon peoples and a somewhat lower incidence of 
essential hypertension (Ismail, 1928; Smirk, unpublished 
observations). British residents in Egypt have slightly lower 
blood pressures than the average in Great Britain (Smirk, 
unpublished observations). 

The blood pressure in Filipinos and in Porto Ricans is lower 
than in people of the United States (Concepcién and Bulatao, 
1916; Ashford and Dowling, 1929 ; Torgerson, 1929 ; Salcedo 
and Pascual, 1932 ; Lantin, 1933), and hypertension is protubly 
less frequent (Ashford and Dowling, 1929; Torgerson, 1929; 
Lantin, 1933). 

Among the poorer classes in India blood pressures are lower 
(McCay, 1907) and essential hypertension is less common than 
in Anglo-Saxon lands (Raghavan, 1941). 

The South American Indians of Yucatan have low blood 
pressures and a low incidence of essential hypertension 
(Shattuck, 1933). The Cuna Indians, living relatively isolated, 
had an average pressure of 105/69 for 407 adults, and no case 
of hypertension was discovered among them (Kean, 1944). The 
Zuni Indians have low blood pressures and little hypertension 
(Fleming, 1924). 

Hicks (personal communication) found a systolic blood 
pressure of 110 was the most common in young Australian 
aboriginals, and in 120 aboriginals between 60 and 65 he found 
no blood pressures higher than 130 systolic. Benign hyper- 
tension is not uncommon in Australian Whites. Nye (1937) 
also remarks on the low incidence of hypertension in Australian 
aboriginals. 

Certain environments favour higher “normal” blood pres- 
sures and other environments favour lower “ normal” blood 
pressures. Populations exhibiting higher “normal” blood 
pressures have a higher incidence of essential hypertension 
and those with lower “ normal” blood pressures have a lower 


incidence. 
Heredity 
Heredity influences the level of the blood pressure. Accor- 
ding to Ayman (1936), the children of two hypertensive parents 
have higher blood pressures and a 47% chance of essential 
hypertension in later life. When both parents are normotensive 
the blood pressures of the children are lower and the chance 
of essential hypertension is only 3%. This evidence is well sup- 
ported by observations on identical twins, though environmental 
differences may sometimes lead to different blood pressures in 
identical twins. Additional evidence is cited by Platt (1947). 
4609 
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Obesity 


Obesity is statistically associated with over-average blood- 
pressure levels (Dublin, Fisk, and Kopf, 1925; Huber, 1927; 
Hartman and Ghrist, 1929; Kirk, 1931; Nuzum and Elliot, 
1931; Short and Johnson, 1939; Robinson, Brucer, and Mass, 
1940; Adlersberg, Coler, and Laval, 1946). This relation is 
found not only in the common forms of obesity but also in 
the obesity of Cushing’s syndrome and in cortical hyperadrenia. 
Under-average body weight is associated with under-average 
levels of the blood pressure (Symonds, 1923; Huber, 1927; 
Robinson, Brucer, and Mass, 1940). Over-average blood pres- 
sures in children of over-average weight is also reported 
(Stocks and Karn, 1924; Short and Johnson, 1939). Manifest 
essential hypertension is also more frequent in the obese 
(Symonds, 1923 ; Terry, 1923 ; Dublin, Fisk, and Kopf, 1925 ; 
Barach, 1928; Master and Oppenheimer, 1929; Gager, 1930; 
Kirk, 1931 ; Nuzum and Elliot, 1931 ; Palmer, 1931 ; Short and 
Johnson, 1939; Robinson, Brucer, and Mass, 1940; Rony, 
1940 ; Moschcowitz, 1945 ; Adlersberg, Coler, and Laval, 1946). 
Essential hypertension and obesity are to some extent geneti- 
cally determined (Gates, 1946), although the relationship 
between them is scarcely understood (O’Hare, Walker, and 
Vickers, 1924; Page and Corcoran, 1945). Like twins exhibit 
very similar body weights (Rony, 1940), and their blood 
pressure is usually about the same level (Weitz, 1923 ; Hines, 
1937-8 ; Klemola, 1938). 

The relationship of obesity to hypertension, however, is not 
purely genetic, for loss and gain of weight from altered food 
intake are associated with fall and rise of blood pressure. 
This relationship between alteration in body weight and blood 
pressure has been observed in the obese and in persons of 
normal weight, in normotensives (Benedict, 1915; Benedict, 
Miles, Roth, and Smith, 1919; Preble, 1923; Bauman, 1928; 
Master and Oppenheimer, 1929; Moschcowitz, 1945), and in 
hypertensives (Preble, 1923 ; Rose, 1923; Terry, 1923 ; Master 
and Oppenheimer, 1929; Moller, 1931; Moschcowitz, 1945 ; 
Adlersberg, Coler, and Laval, 1946). In normal dogs and in 
hypertensive (Goldblatt, 1947) dogs, Wood and Cash (1939) 
showed that gains and losses of weight were associated with 
rises and falls of blood pressure. The effect of overweight 
on the blood pressure in man seems to be more pronounced 
after 40, corresponding to the age when the incidence of 
essential hypertension rises. 

The blood-pressure fall corresponding to an average reduc- 
tion of 24 Ib. (10.4 kg.) was about 32 mm. systolic and 16 mm. 
diastolic in the 72% of obese hypertensives in the series of 
Adlersberg, Coler, and Laval (1946), who had a fall of blood 
pressure. The difference in the average blood pressure between 
more or less unselected groups of overweight and underweight 
individuals is about 10 mm. systolic and 8 mm. diastolic. The 
effect of obesity is more obvious, however, when the com- 
parison is made between the percentage of hypertensives 
encountered in individuals who are over the normal standard 
weight as compared with the percentage among subjects who 

‘are under the normal standard weight. ; 

It is clear that overweight is associated with a tendency to 
higher blood-pressure levels, and in the course of time a 
higher incidence of essential hypertension. Under-average 
weight is‘ associated with lower blood pressures and decreased | 
tendency to essential hypertension in later life. Errors in blood- 
pressure measurement by cuff methods and due to upper-arm 
obesity require further evaluation. 


Transient Blood Pressure Increases 


Of the blood pressure rises which occur in response to 
emotion most are transient, but many are of longer duration 
(von Monakow, 1920; Fahrenkamp, 1926; Weitz and Sieben, 
1926; Grollman, 1929; Houston, 1929; Brown, 1929-30; 
Alkan, 1930; Mueller and Brown, 1930; Stieglitz, 1930; 
Kronfeld, 1932 ; Schultz, 1932; Ayman and Goldshine, 1940; 
Alam and Smirk, 1943a, 1943b; Ehrstrém, 1945). Emotional 
rises of pressure of 10 or 20 mm. are common, afd rises of 
50 mm. or more are encountered. 

Such transient pressure increases are exhibited particularly 
on the first visit.in connexion with an examination for military 


service, life assurance, student health survey, or clini 
examination. That most of these transient rises are due 
emotion, tenseness, alertness, or some such mental state is yu 
highly probable, because nearly all subside, sometimes in a fx 
minutes, if the subject can be put at ease (Weitz and Sieber? 
1926; Mueller and Brown, 1930; Ayman and Pratt, 19¥ 
Alam and Smirk, 1943a, 1943b ; Smirk, 1944, 1947 ; Kilpatriggobserv4 


1948). The pressure often can be made to rise prompgnot abc 
again if emotion be provoked, for example, by a tactlkd The | 
remark or the entry of a nurse with a tray of instrumenig men! 
(Alam and Smirk, 1943a; Kilpatrick, 1948). Those whglogical 


exhibit such transient blood-pressure elevations have a mygby abn 

greater chance of developing permanent arterial hypertensiog The ba 

later (von Monakow, 1920; Frost, 1926 ; Palmer, 1930; Stiegh cently 
litz, 1930 ; Robinson and Brucer, 1939 ; Hines, 1940). Even jgthe dev 

young people transient rises carry an enhanced expectation g 
developing essential hypertension later (Palmer, 1930; Die 
and Hesdorffer, 1933 ; MacKenzie and Shepherd, 1937 ; Maste 

1943 ; Rogers and Palmer, 1944; Levy, White, Stroud, ang If th 
Hillman, 1945a, 1945b). tant in 

I am aware of no evidence which points to the existengg tension 
of any pathological process in young subjects exhibiting trangshould 
sient hypertension and which might explain it. Transient blood 
pressure elevations in otherwise healthy individuals under th: 
age of 25 probably represent physiological responses of ;f. 
magnitude greater than average. These might occur if vaso. 
motor reactions or the mental reactions to physical stimuli or 
stress are excessive. 

The reactions to vasomotor reflexes, such as the cold pressor 
test of Hines and Brown (1935), and the blood-pressure-raising 
reflex from voluntary muscle (Alam and Smirk, 1937) are 
usually greater in cases of essential hypertension than in 
healthy subjects of the same age group (Alam and Smirk, 
1938). The elevations of blood pressure in response to 
psychical stimuli and in response to cold do not invariably 
show parallelism (Ruskin, Beard, and Schaffer, 1948). Hines 
and Brown (1935) state that the pressure-rises in response to 
cold are greater in the children of hypertensive parents than 
in those of normotensive parents. They consider that hyper- } 
reacting normotensives are more likely to develop hypertensiongas an | 
in later life. Evidence in the same direction comes from§the bl 
Dieckmann and Michel (1935). Evidence against the views offordina: 
Hines ard Brown has been published (Pickering and Kissin, blood | 
1936; Yates and Wood, 1936; Feldt and Wenstrand, 1942; las the 
Russek, 1943 ; Russek and Zohman, 1945). The matter is not 

casual 
yet settled. ie 

Not all patients respond to nervousness or tenseness by o4a). 
blood-pressure rises (Hall, 1927), but those who do, and whose} ‘ 
environment causes nervous tension, may be expected to exhibit that pi 
those increases more often than normal individuals. Fischerg spon 
(1930) states that mental exertion unaccompanied by emotion activit 
had no notable effect on the blood pressure, whereas Hill? (1948) 
(1898), Bickel (1914), and Gillespie (1924) report that mental 
work elevates the blood pressure. Changes in the mental state 
of melancholic and other psychotic and psychoneurotic patients 
may be associated with considerable alterations in the blood 
pressure (Mueller, 1922). There are large individual differ- 
ences in the reactions to mental stimuli, but many authors 
consider essential hypertensives are oOver-reactive, overtense 
physiological types (Moschcowitz, 1919; Ayman, 1933; 
Menninger, 1938 ; Binger, 1945). 

No doubt transient hypertension is due in many cases to 
a combination of vascular lability with emotional lability, but 
sometimes one or other of these will predominate. The more 
restless and competitive environment of urban as distinct from 
rural life has been held responsible in American negroes and 
whites for the higher incidence of essential hypertension in 
urban communities (Holmes, 1931; Hashimoto, Akatsuka, 
Tsujii, and Shiraishi, 1933-4; Schulze and Schwab, 1936). 
Stocks and Karn (1924) state that the average blood pressure 
of children is higher in schools with strict discipline than 1 
those where discipline is lax. Tigerstedt (1926) refers to the 
higher blood pressures in students in the few weeks before 
an examination. Ruskin, Beard, and Schaffer (1948) report 
considerable hypertension of some days’ duration in persons 
exposed to explosive blast. Fraser and Cowell (1918) refer 
to the higher level of the blood pressure in front-line troops 
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or cligagwhen compared with supporting troops, and somewhat similar 
“Hesults have been reported by others (Gelshtein, 1943 ; 


rstrém, 1945; and Graham, 1945). It has been claimed by 
nes in a partis, Yeakel, and Medoff (1945) that repeated exposure of 
and Sj ve mts to an air blast may set up a lasting arterial hypertension. 


is has been confirmed by Restall and Smirk (unpublished 
sbservations), who have shown also that this hypertension is 
not abolished by anaesthesia. 

The tendency to exhibit transient hypertension in response 
» mental and other stimuli may be taken to indicate a physio- 
gical make-up which is likely to express itself in daily life 


Pratt, 193 
© promptl 
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2. Casual, Basal, and Supplemental Pressures 
If the level of the blood pressure in health is an impor- 
tant indication of the future liability to essential hyper- 
» existenc§tension, it will be important to know what significance 
iting trangshould be attached to single or to multiple readings of the 
ent blood§ blood pressure. 
under thf The blood-pressure level in a ward or consulting-room 
- of 4 is not an accurate guide to the average blood pressure of 
dnl the patient throughout the day and during the night (Brooks 
and Carroll, 1912; Miiller, 1921; MacWilliam, 1923 ; 
Id pressor campbell and Blankenhorn, 1925-6 ; Friedlander, 1927 ; 
ire-raisingg Ayman, 1931 ; Master, 1943; Gubner, Silverstone, and 
1937) aref Ungerleider, 1946). Were it possible to obtain some indica- 
than in}tion of the average of the pressures to which the vascular 
id Smirk,} system was exposed a much closer correlation between this 
ponse t0/ average pressure and the subsequent development of essen- 
nvariably} tial hypertension might be possible. It is, however, possible 
). Hines}, discover the ranges over which the blood pressure is 
likely to fluctuate. 
it hyper-§ The blood pressure, even in health, is not to be regarded 
ertensionfas an indivisible unity but as having two components. If 
es fromfthe blood pressure (systolic and diastolic) taken under 
views offordinary clinical conditions be considered as the casual 
a) blood pressure and that taken under defined basal conditions 
+ ig noit’s the basal blood pressure, the difference between the 
j casual and the basal blood pressure may be described as 
the supplemental pressure (Alam and Smirk, 1943a ; Smirk, 
1944). The supplemental blood pressure is, by definition, 
that part of the casual blood pressure which represents the 
response to the person’s physical, metabolic, and cerebral 
activity at the time of measuring the pressure. Kilpatrick 
(1948) has confirmed and extended my observations on the 
basal blood pressure and has shown that in health the 
basal blood pressure is a physiological constant for the 
individual. In a series of 50 normal subjects (Smirk, 1944) 
the basal and supplemental pressures were independent 
variables in the sense that the possession by an individual 
of a high basal pressure neither increased nor appreciably 
diminished the expectation of that individual having a high 
supplemental pressure. Analysis of further experiments by 
Kilpatrick gives the same result. In a sense, therefore, 
among normals a person comes into the higher pressure 
ange through the statistical coincidence of having both a 
ligh basal and a high supplemental pressure. 
During undisturbed dreamless sleep the supplemental 
fessure falls to, or almost to, zero, whereas the basal 
Messure is substantially unaffected. The cardiovascular 
train will be less if a given level of the casual blood 
Messure is derived from a low basal pressure and high 
upplemental pressure than if the reverse holds. Clinical 
&iperience (Alstad and Smirk, unpublished) suggests that 
ligh casual blood pressures due chiefly to a higher basal 
fessure are of more serious significance than casual blood 
Fessures of equal height caused chiefly by an increase in 
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the supplemental pressure, but the latter may be associated 
with pathological sequelae of hypertension. 

Further relevant observations on basal and supplemental 
pressures have been reported elsewhere (Alam and Smirk, 
1943a, 1943b ; Smirk, 1944, 1947 ; Kilpatrick, 1948). State- 
ments are made that blood pressures over 135 in young 
adults are to be regarded as abnormal. It is suggested that 
the decision rests to some extent on our concept of abnor- 
mal. I believe some confusion would be avoided if the 
decision about the normality or abnormality of a blood- 
pressure level were held to depend upon whether it is 
attained through the normal operation of physiological 
processes or whether it is elevated to some extent by patho- 
logical processes. Moderate elevations of the blood pres- 
sure may at first be induced entirely by the operation of 
physiological processes. Some of these physiological pro- 
cesses are intrinsic and represent a physiological set or a 
resultant of the many intrinsic factors influencing blood 
pressure. Some factors influencing the blood pressure, such 
as geographical and social environment, are extrinsic, and 
others, such as obesity, are probably both intrinsic and 
extrinsic. 

The hypothesis suggested by the circumstantial evidence 
outlined above is that physiological elevations of the blood 
pressure, if high enough or of sufficient duration, predispose 
strongly to, or in some cases cause, the development of a 
pathological elevation of the blood pressure—namely, 
essential hypertension. Those influences which lead to 
elevation of the basal pressure probably predispose more 
strongly to the subsequent development of essential hyper- 
tension than influences which elevate only the supplemental 
pressure. 


3. Evidence that in Essential Hypertension Blood-pressure 
Elevation Sometimes Precedes the Development of 
Arteriolosclerosis 


The evidence comes partly from the many clinical reports - 
of high-blood-pressure tendencies at an early age, when 
primary pathological changes in the vessels are unlikely 
(Glomset, 1931 ; Ayman, 1934; Hines, 1940; Kerley and 
Lorenze, 1942 ; Levy, Hillman, Stroud, and White, 1944 ; 
Graham, Hines, and Gage, 1945 ; Platt, 1948), and partly 
from histological and renal function studies. The tem-'° 
porary nature of the blood-pressure rises initially also 
suggests that an established humoral mechanism (e.g., 
Goldblatt) is not operating at this early stage. 

Cases of essential hypertension in which the kidney taken 
at necropsy was normal have been reported by many 
authors (Pal, 1919; Bell and Clawson, 1928; Moritz and 
Oldt, 1937; Fishberg, 1939; Garreton-Silva, Rodriguez, 
and Aspillaga, 1941), although most of them regarded this 
as an exceptional finding. When, however, cases are 
selected deliberately from patients in the early stages of 
the disorder, normal kidneys or those showing minimal 
changes are often encountered (von Monakow, 1920 ; Wall- 
gren, 1922). Thus kidney samples from early cases, removed 
at biopsy in the course of sympathectomy operations by 
Castleman and Smithwick (1943), have shown few of the 
findings characteristic of the more advanced cases encoun- 
tered at necropsy. 

Scott (1944) and Goldblatt (1947) criticized Smithwick 
(1944), in that his biopsy samples were too small. 
Smithwick’s histological observations, however, are sup- 
ported by the finding of almost normal diodrast excretion, 
which corresponds with results published by Page and 
Corcoran (1945). My histological observations on post- 
mortem material from moderate hypertensives under the 
age of 40, and dying of unrelated disorders, suggest that 


recognizable defects in arterioles may be lacking. Where 
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arteriolar changes were found they were much less in 
degree than those exhibited by the arterioles of elderly 
normotensives. 

Cox and Dock (1941) perfused the kidneys of patients 
with essential hypertension and of controls and found the 
flow through the kidneys decreased with age, the decrease 
being but little greater with essential hypertension kidneys 
than with control kidneys from the same age group. 
Kimmelstiel (1933), perfusing kidneys, found little vascular 
obstruction in many early cases of benign hypertension, 
with equal or greater vascular obstruction in some elderly 
normotensives. McGeorge (1945) demonstrated a decre- 
ment in the renal function with increasing age, and pointed 
out that the renal function of young hypertensives was 
similar to that of young normotensives and both exhibited 
a better capacity to concentrate urea and chloride simultane- 
ously (Smirk, 1933-4, 1934) than either old normotensives 
or old hypertensives. The decrease in renal function pro- 
gresses more rapidly in cases of essential hypertension than 
in non-hypertensive controls. It seems very probable that 
the decrements in renal function with advancing years in 
normotensives and in essential hypertensives are due largely 
to decrease with age in the blood supply to the kidneys, with 
a more rapid decrease in the latter. Aitken in his unpub- 
lished work for a New Zealand M.D. thesis in 1944 
undertook at my suggestion some observations on injected 
specimens of kidneys from young subjects of essential 
hypertension and also found the vascular beds to be sub- 
stantially normal. 

Indeed, it would seem that the evidence of gross 
pathology, microscopical pathology, intra-arterial injection 
studies of kidneys, biopsy studies of kidneys, perfusion of 
dead kidneys, renal function tests of various kinds, and the 
intermittent character of the blood-pressure increase in its 
early stages all suggest that the degree of permanent renal 
ischaemia in the early stages of essential hypertension in 
* young subjects is unimportant and is not to be regarded as 

an adequate explanation of the blood pressure increases. 
The evidence available at the present time suggests that 
when the disorder starts or when a “ prehypertensive”’ state 
is present in comparatively young people the elevation of 
_the blood pressure is often, probably usually, manifest 
before the characteristic pathological changes make their 
appearance in the kidney and in other organs. 

In many patients, however, the blood pressure does not 
start to rise appreciably until after the age of 40 or 50. 
When the blood pressure first rises after the age of 45 
pathological changes in renal arterioles of one kind or 
another will almost certainly be present before the blood- 
pressure increase has reached the level ordinarily regarded 
as abnormal. It is possible, therefore, that in at least some 
of the cases in which the blood pressure begins to rise 
appreciably for the first time in middle life the renal 
ischaemia may have initiated the increase. 


4. Evidence that High Blood Pressure Accelerates or 
Causes the Development of Arteriolosclerosis 
In almost every muscular organ an increase in work 
beyond the physiological range of any kind of muscle— 
cardiac, voluntary, or involuntary—leads to hypertrophy. 


The cardiac hypertrophy in hypertension and the develop- - 


ment of voluntary muscles with physical labour are well 
known. In the alimentary, urinary, and biliary tracts partial 
obstruction leads to hypertrophy of the muscle behind the 
obstruction. In the larger vessels of well-established cases 
of essential hypertension hypertrophy of the media is 
encountered. Vascular hypertrophy is seen in small 
pulmonary arteries obstructed by the bilharzia ova (Shaw 
and Ghareeb, 1938). 


‘longed elevations of the blood pressure of sufficient degre¢ 
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The walls of veins hypertrophy when exposed to raised 
pressure in arteriovenous aneurysm, the portal veins jp 
cirrhosis of the liver, and the great systemic veins in cop. 
gestive heart failure (Pei-Lin Li, 1940). In high bloog 
pressure of varying types, essential hypertension, glomerulo. 
nephritis, pyelonephritis, polycystic kidneys, medullary 
hyperadrenia, cortical hyperadrenia, and in experimental 
hypertension of different types the typical thickening in the 
walls of arterioles has been described. Such changes may 
occur even in young children with hypertension of various 
origins. It seems that this hypertrophy also is due to the 
effect of increased pressure on the walls of blood vessels. 
Although the vast majority of observations strongly favour 
the idea that high blood pressure can cause hypertrophy of 
the walls of arterioles and of larger arteries a certain amount 
of evidence is either opposed to or fails to support this 
idea. In coarctation of the aorta it is stated (Graybiel, 
Allen, and White, 1935) that the arterioles in muscle samples 
taken in the upper part of the body showed no hypertrophy 
when compared with muscles taken from the lower part of 
the body. On the other hand, arteriolar hypertrophy in 
coarctation cases has been reported (Heyer and Keeton, 
1941). 

Again, there are a number of instances in the literature 
of high blood pressure of appreciable duration with few 
changes in the arterioles. In experimental hypertension in 
animals of various types arteriolar changes are sometimes 
found and sometimes lacking (Hamperl and Heller, 1934; 
Wilson and Pickering, 1937-8 ; Wilson and Byrom, 1939), 
Negative results may mean that there has not been enough 
time for hyperplasia or that the degree of increase in the 
blood pressure was insufficient. It seems that the dog often 
can tolerate prolonged experimental hypertension without 
exhibiting substantial arteriolar changes; on the other 
hand, it has been shown by Wilson and Byrom (1939), in 
the rat, that high blood pressure induced by ischaemia of 
one renal artery may lead to typical changes in the 
arterioles of the non-ischaemic kidney. 

The observations of Wilson and Byrom were not accepted 
by Goldblatt and Kahn (1940), on the grounds that white 
rats are particularly susceptible to pyelonephritis, and the 
latter workers considered that the results obtained might 
have been explained by the development of this conditio 
Restall (unpublished observations) has shown that rat 
rendered hypertensive for a period of approximately ong 
year by unilateral renal ischaemia exhibit arterial changes 
in the other kidney. His histological observations and the 
bacteriological studies by Kirschner rule out pyelonephritis 
in most of the experiments. 

That high blood pressure gives rise to medial hypertrop 
in the smaller arteries and in arterioles may be regarded a 
proved. There is also evidence that other arteriesclerotil 
changes, such as increase of elastic tissue and perhap 
intimal hyperplasia (Restall, unpublished observations), ma) 
develop as the result of increased intravascular tensio 
The literature is summarized by Hueper (1944). Th 
arteriolar changes secondary to high blood pressure ar 
usually more pronounced in the kidneys than in othe 
organs. 
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both physiological and pathological, tend to be followed b¥ ontrols 
processes which lead to the further elevation of the bl00@% antip: 
pressure, with the ultimate development of essential hypergthe exp 
tension. Any pathological or physiological changes broughfiifficult 


5. Ways in which Pathological Changes Induced or 
Accelerated by Hypertension may lead to 
Further Elevation of Blood Pressure 


It seems probable that, irrespective of the cause, pro 
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yout by the primary hypertension and leading to secondary 


to raised 
rises of blood pressure could set up a vicious circle. At 


Veins in : 
in con. least five such mechanisms must be discussed. 
th blood (i) Inelasticity of Larger Arteries 


omerulo-} fn hypertension, arteriosclerosis of great vessels is accelerated 
nedullary with the loss of distensibility (Bramwell, 1924; Fahr, Davis, 
erimental {Kerkhof, Hallock, and Giere, 1932; Wiggers, 1938) causing 
ng in the |systolic hypertension. It is stated that the mean blood pressure 
1ges may }1s not raised (Fahr, Davis, Kerkhof, Hallock, and Giere, 1932), 
F various | and therefore it is uncertain whether such hypertension will 
le to the | will not tend to accelerate arteriosclerosis and arteriolo- 
1 vesseds sclerosis further. /¢ is not suggested that this systolic hyper- 

f ‘Tiension caused by decreased elasticity of large arteries is 
y Favour sufficient to explain the progressive increase of blood pressure, 
rophy of | hut that it is a factor which participates. 


1 amount 
ort this (ii) Exaggerated Contraction of Hypertrophied Arterioles 
jraybiel Measurements of arterioles and small arteries in almost all 


samples tissues of the body, and notably in muscle, indicate that at a 
ertroph certain stage in the development of essential hypertension there 
Phy} i, medial hypertrophy. It seems likely that more vigorous 
part of responses by hypertrophied blood vessels would account for 
Ophy in} ihe fact that both rises and falls of blood pressure in response 
Keeton, } to various stimuli are commonly exaggerated in essential hyper- 
tension. Experimental evidence in favour of this has been 
iterature| obtained by Restall (unpublished observations), who compared 
vith few) te Tesponse to adrenaline of blood vessels from chronically 
nsion in} NPertensive and control rats, and found greater responses 
neti rom the vessels of hypertensives, especially renal vessels. 
Mes} Even if medial hypertrophy does not of itself raise the blood 
', 1934; pressure it seems probable that it would render other hyper- 
1, 1939). tensive agents more effective. If the medial hypertrophy caused 
enough} by blood-pressure elevations leads to further increase of the 
e in the| blood pressure another vicious circle has been set up. 


»g often} (ii) The Goldblatt Mechanism and Variable Reactivity of Blood 
without Vessels to Pressor Agents 

e other The suggestion has been made that essential hypertension 
939), inf might be due to the liberation of pressor substances from 
emia olf kidneys rendered ischaemic by arteriolar changes in the renal 
in the§ blood vessels (Goldblatt, 1947). The arteriolar changes in 
essential hypertension are most prominent in the kidney (Fahr, 
d 1922 ; Fishberg, 1925; Russell, 1929 ; Moritz and Oldt, 1937; 
t white and others). I favour the view that such arteriolar changes, 
, more particularly in the later years, may occur primarily, but 
ind t ‘Bsome at least of them may be caused or accelerated by the 
| Mighif prodromal rises of blood pressure referred to in the first part 


ccepte 


idition§ of this paper. 
at rat’ The experimental evidence that ischaemic kidneys sometimes 
ly one§ liberate pressor substances is so strong that it may be taken 


hangew a proved. The presence of some degree of renal ischaemia 
nd the) it almost all advanced cases, especially elderly cases, may be 
-phritis tegarded as established. It seems probable that such renal 

ischaemia will cause a rise in blood pressure at certain stages 
P and in certain cases of established essential hypertension. The 
rop suggestion has been made also that functional renal vasocon- 
ded a striction might initiate a Goldblatt type of hypertension (Gold- 
leroti@ ting, Chasis, Ranges, and Smith, 1941). At my suggestion 
erhap® Restall (unpublished observations) studied the response to 
:), may adrenaline of blood vessels in rats rendered chronically hyper- 
onsiong *asive by unilateral renal ischaemia and in control rats. He 
found that vasoconstriction was much more pronounced in the 
vessels of the unoperated kidneys of the hypertensives than in 


re ar 

othe the renal vessels of controls. Such observations indicate a 
Means by which renal vascular changes may become 
progressive. 


On the other hand, renal ischaemia is not always associated 
or fvith an elevation of the blood pressure (Kimmelstiel, 1933 ; 
Cox and Dock, 1941). Whether the absence of hypertension 
8 due to failure of the kidneys to release pressor agents, to 
lhe subsequent inactivation of such agents (Fasciolo, Houssay, 
fegred ind Taquini, 1938; Katz, Mendlowitz, and Friedman, 1938; 

4 Rodbard and ‘Katz, 1941), to the operation of homoeostatic 
ve tontrols preventing an elevation of the blood pressure, or even 
bl00@' antipressor agents, it is impossible to say at the present time. 
hypergthe experimental study of renal hypertension is made more 
rough@fifficult by the fact that the available experimental animals 


pro 


behave dissimilarly (Braun-Menéndez, Fasciolo, Leloir, Munoz, 
and Taquini, 1946). In the rat and rabbit it has been suggested 
that, whereas the initial rises of blood pressure following renal 
ischaemia are due to the Goldblatt mechanism, the subsequent 
maintenance of the high blood pressure is effected by some other 
means. The application of the results to human hypertension 
remains uncertain. The processes whereby renal ischaemia 
leads to hypertension in experimental animals is complicated 
and not yet fully evaluated. Liberation of an enzyme-like 
substance, renin, from the ischaemic kidney acts upon a 
substrate-like substance, preangiotonin, which is a constituent 
of plasma, to form a pressor agent, angiotonin. The angiotonin 
causes vasoconstriction by a direct action on smooth muscle, 
but has a limited period of action owing to its enzymic 
destruction. 

From the observations of Black (unpublished) it seems that, 
apart from destruction, the amount of circulating angiotonin 
could not be the only factor deciding the magnitude of blood- 
pressure increase. Black has shown that there is no consistent 
difference between hypertensives and normotensives in respect 
of their sensitivity to the pressor action of intravenous angio- 
tonin. Some individuals are insensitive to doses of angiotonin 
which in others cause large rises in blood pressure. Vascular 
sensitivity to the pressor action of angiotonin runs parallel with 
sensitivity to the pressor action of S. methyl isothiourea. A non- 
specific reactivity of blood vessels governs the pressor response 
as well as the amount of circulating angiotonin. 

The formation of hypertensive agents depends upon the 
degree of ischaemia and the amount of renal tissue involved ; 
and the rate of destruction of hypertensive agents is related 
to the amount of non-ischaemic renal tissue in the body. The 
kidneys both of essential hypertension and of elderly normo- 
tensive cases may have within them areas which are ischaemic 
and areas which are adequately supplied with blood. It is 
therefore possible that while parts of the renal tissue are 
forming, other parts may be destroying, the hypertensive agents. 
Increased formation of V.E.M. or decreased elimination of 
pressor amines by amine oxidase have been suggested as alterna- 
tive or additional mechanisms by which renal ischaemia could 
cause blood-pressure elevations. It seems clear, however, that 
elevated blood pressure favours renal arteriolosclerosis, and if 
this in turn gives rise sometimes to further elevations of the 
blood pressure due to the renal ischaemia a vicious circle 
would be set up. 


(iv) Elevations of the Blood Pressure Persisting After the Initial 
Cause has Ceased to Operate 

(a) Hypertension Persisting After Removal of a Single 
Ischaemic Kidney.—In the rat the removal of the ischaemic 
kidney after several months of experimental hypertension did 
not usually restore the blood pressure to normal (Wilson and 
Byrom, 1941; Grollman, Harrison, and Williams, 1943 ; 
Patton, Page, and Ogden, 1943). It seems that in many cases 
pathological changes have developed in the unoperated kidney 
(Patton, Page, and Ogden, 1943 ; Restall, unpublished observa- 
tions), and the persistence of the blood-pressure elevation has 
been attributed to these. Pickering (1945) has indicated the 
possibility of a non-renal mechanism. Likewise in the rabbit 
Grollman (1944) found that nephrectomy after ten weeks of 
hypertension from renal compression does not abolish the 
hypertension. In the dog the evidence is insufficient. It has 
been shown that removal of a single ischaemic kidney abolishes 
the hypertension in the dog if the removal is carried out within 
the first few weeks (Goldblatt, Lynch, Hanzal, and Summerville, 
1934; Blalock and Levy, 1937; Houssay and Fasciolo, 1937 ; 
Verney and Vogt, 1938, 1943; Rodbard and Katz, 1939). 
Isolated experiments suggest that, in the dog, hypertension may 
persist if removal of the ischaemic kidney is postponed for 
three months or more. Goldblatt, however, reported an 
experiment in a dog with unilateral renal hypertension of nine 
months’ duration which was completely cured by nephrectomy. 

(b) Hypertension Persisting After Bilateral Nephrectomy.— 
Pickering (1945) has shown that blood-pressure elevations may 
be made to outlive the stimulus which produced them. He 
raised the blood pressure in rabbits by unilateral nephrectomy 
and constriction of the main artery of the remaining kidney, 
and noted that if hypertension had lasted but a few days and 
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the remaining ischaemic kidney was removed the blood pres- 
sure fell to normal in a few hours. If the hypertension had 
lasted seven weeks or more excision of the ischaemic kidney 
no longer removed the hypertension. The response of the blood 
vessels was altered as the result of the prolonged hypertension. 
There are clinical. experiences which may be analogous. For 
example, where the blood-pressure rise due to toxaemia of 
pregnancy has been of short duraiicn, even if high, termination 
of the pregnancy often is associated with a comparatively rapid 
fall of the blood pressure back towards normal. If, however, the 
blood-pressure rise has been of long duration the blood pres- 
sure may not return to normal for several months after the 
termination of the pregnancy, and in some cases a permanent 
hypertension results. The incomplete fall or absence of a fall 
of blood pressure following the removal of a_ unilateral 
ischaemic kidney even when there is good evidence that the 
remaining kidney is healthy (Abeshouse, 194la, 1941b) may 
be another example. 

Some observations concerning the effect of bilateral nephrec- 
tomy by Flemming (unpublished observations) on hypertensive 
rabbits confirm the observations of Pickering. 

(c) Experimental Audiogenic and Neurogenic Hypertension. 
—Medoff and Bongiovanni (1945) and Farris, Yeakel, and 
Medoff (1945) showed that rats subjected for long periods to 
intense intermittent audiogenic stimuli developed elevations of 
blood pressure. Restall and Smirk (unpublished observations) 
confirmed these findings and found in agreement with Medoff 
and Bongiovanni that the blood-pressure elevations were not 
abolished by light or ether anaesthesia. We noted that the 
blood-pressure increase persisted for at least several months 
after the audiogenic stimulation ended, that there was no histo- 
logical evidence of renal damage in the early stages of the 
experimental hypertension, and that the blood pressure 
remained elevated for 36 hours after bilateral nephrectomy. 
The possibility that the nervous system was damaged by 
supersonic waves has not yet been eliminated. 

In some other experiments, however, rats were exposed first 
to a signal noise (buzzer), no question of supersonics being 
involved. The signal noise was followed by electrification of 
the cage causing a mild-to-moderate faradic stimulation of the 
rats’ feet. This also led within a few weeks to a rise of blood 
pressure, though of smaller degree, which was not abolished 
by light ether anaesthesia. It seems that the initial blood- 
pressure elevation is due in this case to nervous stimulation, 
and that this has given rise to an increase in blood pressure 
which apparently is maintained by some process other than 
that which initiated the hypertension. 

This would appear to be experimental confirmation in the 
rat of the suggestion that certain blood-pressure increases if 

frequent or prolonged enough may outlive the stimuli which 
caused them. These persisting blood-pressure increases in rats 
following audiogenic and electrical stimulation often persist 
after bilateral nephrectomy, and in this resemble those 
described by Pickering (1945) in rabbits after hypertension 
induced by renal ischaemia. Apart from the general resem- 
blance there is as yet no evidence of a single underlying 
mechanism. The significance for human hypertension is 
undetermined. 


(v) Absence of Appreciable Increase of Passive Resistance in 
Hypertrophied Vessels 

«The idea that pathological changes in the arterioles may 
result in a permanent increase in the peripheral resistance and 
thereby be responsible for continued elevation of the blood 
pressure was discussed by Volhard (1931). The elevation was 
looked on as being passive and anatomical rather than con- 
tractile in origin. The changes in the blood vessels outside 
the kidney, however, are thought to be insufficiently advanced 
to give support to this explanation. The considerable fall in 
blood pressure which may occur for a short time after sympa- 
thectomy, after nitrates, or from thiocyanate overdosage 
suggests that no great part of the peripheral resistance is the 
result of purely passive changes in the vascular bed. Restall 
perfused through the aorta the hind quarters of rats which 
had been hypertensive for a period of 12 to 18 months (approxi- 
mately one-third to one-half of the normal duration of a 
rat’s life), and, compared with normal rats, he found but little 


difference in the peripheral resistance. It appears from 4 
experiment that the continued high blood pressure was ressur 
tained by active vasoconstriction and even after one year 9 \ 
a minor part of the peripheral resistance of the lower lin No 
was of a passive character. I have not, therefore, been qqmaligné 
to find experimental support for the idea that pathologig maligne 
changes in vessels lead in time to the development of qgar acce 
important generalized increase of passive peripheral resistangAfter 2 
6. Other Factors which may Elevate the Blood Pressuf yy 
1. Increased Reactivity to Blood-Pressure-Raising ReflexgAlstad 
in Cases of Arterial Hypertension.—High reactivity to tiwherea: 
cold pressor test (Hines and Brown, 1935) and to the bloogtjon, m 
pressure-raising reflex from muscle (Alam and Smirk, 193@glomert 
is often encountered in essential hypertension, but thgthe for 
does not by itself explain a high level of the resting blogftension 
pressure. It is probable that a high degree of reactivity @experie! 
the blood pressure to blood-pressure reflexes may expregprovinc 
itself in daily life by abnormally strong and frequent bloodjtension 
pressure variations. The blood pressure from this caugbe rath 
may be found at a higher level in the non-basal conditionjuncomr 
which ordinarily are present at the time of measurement conditic 
The reactivity to blood-pressure-raising reflexes increasgrated fc 
with age, but to a greater degree in essential hypertensiogtional f 
than in health (Alam and Smirk, 1938 ; Russek and Zohmanjhyperte 
1945). orresp 
2. Natural Increase of Blood Pressure with Age—Thgin Otag 
recorded blood-pressure averages increase with age. Tl inf 
some extent this is due to the effect of including thgand of 
pressures of hypertensive individuals in the figures. way rel; 
general impression, however, is that there is also an increas 
in the average blood pressure with age which does no 
depend on the inclusion of hypertensives. This “ natural 


plana 


It see 


blood-pressure increase with age is likely to be one of thgc#use © 
several factors responsible for the increase in the incidencg It is | 
of essential hypertension in the later years of life. _—— 


3. Alteration in the Response of the Carotid Sinus t@.y.,osic 
Blood-Pressure Increase.—While my observations confirng 
Pickering, Kissin, and Rothschild (1936) in their view thaite orig 
the carotid sinus mechanism in cases of essential hypetfenough, 
tension responds to digital stimulation, I found that inchanges 
response to blood-pressure increases produced reflexly thefurther. 
pulse rate tends to rise instead of falling in most cases offset up tl 
essential hypertension, the natural relationship betwee nder-a 
pulse rate and blood pressure being reversed (Alam ant ——s 
Smirk, 1938). A corresponding observation was mad ices 
previously by MacWilliam (1925). A possible interpreta igh ble 
tion of this is that the carotid sinus offers a less effective Iyrecise | 
control over the blood-pressure level in cases of essentidlthe norr 
hypertension. Exam; 

4. Increase of the Secretions of the Suprarenal Gland.—faise the 
The suggestion has been made that cortical hyperadrenia he liabi 
may be concerned in the pathogenesis of essential hyper —_ 
tension (Perera, Knowlton, Lowell, and Loeb, 1944 ; Perera a 
and Blood, 1947a, 1947b). In terms of the present hypo; eaddenc) 
thesis, blood-pressure increases of suprarenal origin OF aNYjycono 
other, if sufficiently frequent and prolonged, would bé§ing em 
expected to play their part in pathogenesis. average 
Eleva 

omme ; Strain 

If elevation of the blood pressure in essential hypertension are elev 
depends upon the total effect produced by the combined} The « 
action of several components, it becomes important to knowgexposure 
whether the magnitude of the total effect is equal to thegwihout 
sum of the effects of the various components acting sepa- . al t 
rately. The answer appears to be that the blood-pressure@ . 
rise produced by two blood-pressure-raising ‘stimuli acting 
simultaneously is less than the sum of the blood-pressure@ 
rises produced by the two stimuli acting separately (Bruce, 
Martin, and Smirk, 1945). This may be a part of t 
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+ from tilexplanation of why the rate of increase of the blood 
Was Maifpressure is slowed up as higher levels are attained. 

me te 's No reference has been made earlier in this paper to 
been qqmalignant hypertension, largely because it is thought that 

athologic malignant hypertension is something other than a severe 
nt of ad accelerated form of essential or benign hypertension. 
‘resistangAfter a survey of 169 consecutive deaths in hypertensive 

individuals, residents of the province of Otago, New Zea- 

1 Pressy land, and on the basis of clinical experience in that province, 
1g ReflemAlstad and Smirk (1948) -reached the conclusion that, 
ity to twhereas benign hypertension is a very common condi- 
the bloo fon, malignant hypertension and the classical advanced 
irk, 19 Jomerulonephritis are both most exceptional, particularly 
"but th the former. It is sometimes stated that malignant hyper- 

ing blooftension is an accelerated form of benign hypertension. But 
\ctivity experience goes to show that benign hypertension in Otago 
Y expreyprovince does not differ fundamentally from benign hyper- 
nt bloogftension in other countries, although its course appears to 
his cauggbe rather milder ; yet malignant hypertension is decidedly 
‘Onditionmuncommon. It seems very probable, therefore, that the 
suremenijcondition of malignant hypertension is not merely an accele- 
increasrated form of benign hypertension but involves some addi- 
ertensiogtional factor over and above those responsible for benign 
Zohmanjhypertension. It is of great interest that there is also a 
orrespondingly low incidence of chronic glomerulonephritis 
in Otago province. It is clearly worth considering whether 


ge.—Th 
age. Tqthe infrequency of advanced chronic glomerulonephritis 
ding thgand of malignant hypertension in this province is in some 
es. way related to the absence of a common aetiological factor. 


increas¢ 

Joes noi Summary 

natural} It seems probable that there is no single or simple primary 
e of thacause of essential hypertension. 

neidenca It is thought that the disorder may originate in some cases 


from the simple overactivity of physiological processes, whereas 
in other cases pathological changes such as renal arteriolo- 
sclerosis may be primary. 

It is suggested that the blood-pressure increases are of compo- 


e. 
Sinus 
confi 


iew thafite origin but that these increases, if frequent, high, or prolonged 
| hyperg, enough, give rise to a number of pathological and functional 
that itjchanges which tend to maintain or elevate the blood pressure 
exly th@further. Once this self-perpetuating cycle of changes has been 


cases 0 
betwee 
am ané 
madé 
erprets 
fective 
ssentia 


set up the condition may be described as essential hypertension. 
Nder-average blood pressures are associated with a much 
decreased incidence of essential hypertension in later life. It 
8 difficult to explain this protective influence of low blood 
pressure except by the hypothesis that the tendency to develop 
igh blood pressure in later life is influenced strongly by the 
precise level of the blood pressure even when this lies within 
he normal range. 
Examples of factors various combinations of which may 
land.—@aise the level of the blood pressure enough to enhance strongly 
adrenialthe liability to the subsequent development of essential hyper- 
. ension include: certain geographical environments, race, 
eredity, emotional lability or disposition to over-alertness and 
enseness, Occupations or domestic environments involving a 
tendency to stress and strain, over-average liability of the 
‘asomotor system to respond by vasoconstriction to tenseness 
and emotion, physical activity or metabolic stimuli, over- 
Average body weight or sthenic habitus. 
Elevations of the basal pressure are likely to throw greater 
Stain On the heart ang on small arteries and arterioles than 
ate elevations of the supplemental pressure. 
The degree to which bl@od vessels are able to withstand 
xposure to oOver-average blood pressure or vasoconstriction 
without undergoing pathological change varies from one indi- 
al to another and is likely to have an important influence 
both on the rate of increase of the blood pressure and on the 
itvelopment of complications. 
Examples of a number of pathological and functional 
tlanges which in various combinations it is thought might be 
Msponsible for further elevations of the blood pressure are 
ied and discussed in the text. These include : (a) inelasticity 
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Bruce, 
yf the 


of large arteries ; (b) exaggerated contraction of hypertrophied 
arterioles ; (c) the release of pressor agents from ischaemic 
kidneys ; (d) to a very minor degree, increased passive resistance 
of hypertrophied arterioles; and (e) an unknown non-renal 
factor or factors capable of perpetuating certain blood-pressure 
increases after the primary exciting causes of these increases 
have ceased to operate. Other factors are referred to which 
probably contribute increments of pressure increase. 

The fundamental unity of the clinical picture in essential 
hypertension is not dependent upon the blood-pressure eleva- 
tion being regarded as the result of a single or simple patho- 
logical process. It is due to the fact that the clinical mani- 
festations and complications are due almost entirely to events 
which are secondary to a single characteristic of the disorder 
—namely, high blood pressure brought about mainly by 
vasoconstriction. 

The above general hypothesis holds that elevations of blood 
pressure in man and certain other mammals tend to be self- 
perpetuating. It is to be expected, therefore, that the cycles 
of changes concerned in the secondary elevations of the blood 
pressure which occur in essential hypertension will be respon- 
sible in part for the perpetuation, and perhaps for the further 
increase, of blood pressure in certain other conditions such as 
post-toxaemia of pregnancy, cortical hyperadrenia, and some 
cases of chronic pyelonephritis, medullary hyperadrenia, and 
chronic nephritis. 

There is evidence suggesting that malignant hypertension is 
something other than an accelerated form of benign or essential 
hypertension. 

Grateful acknowledgment is made to Miss Walsh and Mrs. Tyson 
for extensive secretarial help, and to the Medical Research Council 
of New Zealand for grants-in-aid. ’ 
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n 1922 Schultz first reported a condition of severe and 
piogressive oral sepsis associated with granulopenia, which 
piten ended fatally. There can be no doubt that in the 
earlier cases the importance of sepsis was realized and 
essed, but during the twenty years which followed 
Schultz’s paper the aetiological emphasis shifted from infec- 
ion to the leucotoxic drugs, the ‘administration of which 
ben coincided with the appearance of “malignant 
tropenia,” as this syndrome was now called. 
Reports of cases associated with the taking of compounds 
ontaining amidopyrine began to appear on the Continent 
: n 1930, and later in this country. The evidence .against 
198, 602.Bhese drugs seemed irrefutable, particularly when it was 
hown that, in some patients who had recovered, a further 
mall dose immediately produced a profound fall in the 
umber of circulating granulocytes. With further experi- 
ee Other therapeutic agents fell under suspicion, and 
caes Of dangerous neutropenia were reported after the 
P* of organic arsenic, gold salts, sulphonamides, and, more 


G 


fed., 27, 4 
). J. Am 


i wently, the thiouracils. This list is by no means complete, 
ilipp. m&ptt is sufficient for the present purpose. 
cosuila As familiarity with the condition increased, more and 
»y Duntg™re importance was focused upon the leucotoxic agent, 
1. it ile the infection which invariably accompanied the con- 
came to be regarded as a purely secondary matter, 
ia a to invasion of the defenceless organism by bacteria. 
Ci lus Wilkinson (1936) uses such phrases as “ the primary 
Biologicgpaise is clearly not bacteriological” and “ it is apparently 
Institute, however, that the oral, throat, and other ulcerative 
., 46, 4 Necrotic lesions are secondary to the blood condition, 
"198, 2 Not vice versa.” 


This view has undoubtedly held the field with little or 
question, though all writers on the subject have referred 
the fact that malignant neutropenia is from time to 


time encountered in certain severe infections, particularly 
staphylococcal septicaemia and osteomyelitis, pneumonia, 
and liver abscess, when none of the usually accepted leuco- 
toxic drugs have been used. Witts (1936) points out that 
patients whose white cells have been depressed by one of 
these drugs may or may not develop the acute illness, 
depending upon. chance exposure to infection. He also 
refers to animal experiments which seemed to show that 
such drugs make impossible the normal leucocyte response 
to infection. 

Dameshek and Wolfson (1942) made a preliminary report 
on the treatment of agranulocytosis by sulphonamides. 
Nixon, Eckert, and Holmes (1943) described three cases 
in which agranulocytosis developed while infections were 
being attacked by sulphadiazine. Instead of withdrawing 
the drug, it was continued in larger doses, with the result 
that the blood pictures returned to normal = the patients 
recovered. 

Since these papers, the part played by infection in 
granulopenic conditions has assumed increasing importance. 
There can be no doubt that many physicians have accepted 
Dameshek’s advice regarding treatment and no longer worry 
about the blood picture, concentrating their efforts in over- 
coming the infection which is threatening to overwhelm 
the victim. 

‘Boland, Headley, and Hench (1946) reported the cure 
of a case of total agranulocytosis following the use of 
gold—a particularly fatal combination—by means of peni- 
cillin. In the same paper they refer to fourteen other cases 
associated with various drugs successfully treated in the 
same way. 

Nevertheless, Israéls, (1948), writing of penicillin treat- 
ment, says: “ Several cases have been reported in the litera- 
ture, but the results are not very convincing. If there is 
evidence of sepsis, it is clear that penicillin should be given 
promptly.” Acute agranulocytosis unassociated with sepsis 
must be exceedingly rare, though Hickie (1948) has 
described the case of a 70-year-old man whose blood 
appears to have been almost devoid of cells of the granular 
series for a period of three years, and in whom it seems 
that sepsis was infrequently seen, and only as mild 
superficial episodes. 

In March, 1946, I had under my care a woman who 
developed a complete agranulocytosis while undergoing 
treatment with gold for rheumatoid arthritis, Two pre- 
vious similar cases under my care had quickly ended fatally 
in spite of vigorous treatment, using all the recognized 
methods of bone-marrow stimulation. In this case peni- 
cillin was added to the treatment, and recovery was prompt 
and complete. 

A Series of Cases 

While serving on the Medical Division of a military hos- 
pital during 1947 I had the opportunity of treating a number 
of cases in which severe granulopenia complicated arsenical 
treatment of syphilis. In addition to N.A.B. all these cases 
were receiving bismuth, an agent which appears in the list 
of leucotoxic materials given by Beaumont and Dodds 
(1947), though I have been unable to discover the report 
of any case in which granulopenia followed the use of 
bismuth without arsenic. 

In the earlier cases British anti-Lewisite (BAL), “ pen- 
tide,” blood transfusion, ascorbic acid, liver extract, and 
other bone-marrow stimulants were used in addition to 
penicillin. In six subsequent cases penicillin alone was 
employed, with very satisfactory results. McManus (1946) 
records a similar experience. A case of “ arsenical agranu- 
locytosis ” treated with BAL and pentide failed to improve 
until penicillin was added to the treatment. In a second 
case cure was rapidly achieved by the use of penicillin alone. 
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In every instance sepsis, particularly in the mouth, was 
striking and severe, and haematological improvement went 
hand in hand with resolution of the infection. This was 
so striking that I wondered if the infection was of greater 
importance in the causation of the condition than the 
arsenic. I wondered, too, if it could be shown that cure 
could be assured, provided the infection was controlled, 
even when further arsenic was administered. Further cases 
of arsenical granulopenia provided the material necessary 
to put this view to the test. 

Several doses of N.A.B. were given to a man (Case 1) 
immediately after his recovery from the acute illness, for 


which he had been treated with penicillin alone. These - 


produced no untoward effects either clinically or in the 
blood picture, and he went on to complete his full 
course of antisyphilitic treatment. In Case 2 the same 
procedure was followed, with the same result. 

It now remained to observe the effect of arsenic 
administered before the acute illness had been controlled. 
In Case 3, 0.6 g. of N.A.B. was given 24 hours after 
starting penicillin. This appeared to make no difference 
to the patient’s response to treatment. In Case 4 a full 
dose of N.A.B. was given before starting penicillin treat- 
ment. In this case recovery was somewhat delayed, but 
it was discovered that the infection involved a penicillin- 
resistant strain of staphylococcus, and the local sepsis did 
not respond until very large doses of the antibiotic had 
been given. The haematological improvement followed 
immediately upon control of the local infection. Reports 
of the four cases are given below. 


Case 1 
A private soldier aged 25 was admitted seven weeks after 


_ Starting routine treatment for a dark-ground-positive chancre. 


Treatment had been interrupted by mild febrile reactions to 
arsenic injections, and on admission he had received 3.15 g. of 
N.A.B. and 1.4 g. of bismuth in addition to 4 mega units of 
penicillin. 

He presented with gross oral sepsis, the gums, which were 
swollen and congested, being particularly affected. His tem- 
perature was 104° F. (40° C.) and his pulse rate 110. There 
was considerable adenopathy involving all the superficial 
glands, his spleen was palpable, and he was covered with a well- 
marked pigmented secondary syphilide. His white cells num- 
bered 5,000 per c.mm., only 5% of which were of the granular 
series (total polymorphs 250). The Kahn test was positive, two 
units, and the Paul-Bunnell test negative. He was treated with 
50,000 units of penicillin three-hourly. At the end of 48 hours, 
with his temperature falling and his mouth improving, his white 
cells numbered 6,000, 24% of which were granulocytes (total 
1,440). On the fifth day his temperature was normal, and’ his 
mouth almost normal, while his white count had risen to 7,600, 
43% polymorphs (total 3,268). Two days later, the penicillin 
being continued, 0.3 g. of N.A.B. was injected intravenously. 
There was a slight febrile reaction, but his white cell count 
remained satisfactory ; indeed, when comparing counts made 
immediately before the injection with those made at 12 and 18 
hours after the injection there was a definite increase in the 
number of circulating polymorphs. 

Two days later a further injection of 0.45 g. of N.A.B. was 
given. To this injection there was no reaction, but 36 hours 
later he showed a leucocytosis of 20,000 with 65% polymorphs 
(total 13,000). During this stage of treatment penicillin cover 
had been maintained. This was now discontinued, and he 
subsequently completed his course of antisyphilitic treatment 
with N.A.B. and bismuth without further incident. his blood 
count remaining normal throughout. 


Case 2 
A soldier aged 24 should have received his final dose of 
N.A.B. and bismuth on July 5. This was withheld because of 
swollen gums, and he was referred to the dental department: 
He was admitted three days later with a temperature of 104° F. 


(40° C.), pulse 130, and showing gross swelling of his loyeprelated 
jaw, gingivitis, and many boils on the arms and trunk. He hagfively 1 
received 7.5 g. of N.A.B. and 2.6 g. of bismuth. His blogg the do 
showed 3,650 white cells per c.mm., with 10% polymorphs (tot in all 
365). The Kahn test was negative. Penicillin was started 
50,000 units being given every three hours. His response wah. 
immediate, and in 24 hours his temperature had fallen ¢§. 
100° F. (37.8° C.) and there was considerable local improyg » In 1 
ment, while his polymorph count had risen to 896. Three day playin: 
later the condition of his mandible and gums seemed norma and th 
while all his boils had healed and his white cell count showe 4 reco 
that 56% of 3,600 cells were polymorphs (total 2,016). Pencil Ia o 
lin was discontinued, and two days later, with a normal whi 4 
cell count, he was given 0.45 g. of N.A.B. intravenously, Thirty foticec 
six hours after the injection he showed a leucocytosis of 14,00q§ !©"- 
with 64% polymorphs (total 8,960). Two weeks later his whit? StI 


cell count was normal. promp 
Case 3 
A_43-year-old officer received his fifth injection of arsenig develo) 


on Oct. 16. The total amount of arsenic received was 2.55 resulte 
On the 18th his mouth and gums became painful. He wa 
admitted on Oct. 25 with high fever, great swelling of the gums pre, | 
and buccal ulceration. His white cell count was 6,200 per c ' 
with 18% polymorphs (total 1,116). Treatment was withheld penicill 
and the next day his count had fallen to 5,100, with 16% sormal 
polymorphs (total 816). Penicillin was now started—s0,0qg and th 
units three-hourly—and by the 27th, with clear-cut clinica over 1 
improvement, his white cells had increased to 6,000, 32% « subseq 
which were polymorphs, 9% being eosinophils (total granulo§ of cou 
cytes 2,460). N.A.B. 0.6 g. was given intravenously on thi aases ¢ 
day. An urticarial rash resulted, lasting 24 hours. Next day fen it 
with his temperature normal and showing marked loca. 
improvement, his white cell count had improved to 7,100 (52% ® tem 
polymorphs, 7% eosinophils ; total granulocytes 4,189). From Ther 
this point his illness rapidly resolved, and he was dischargeg bone n 


to continue his course of antisyphilitic treatment, without furtheg ing fro 
episode. ion ca 
Case 4 extract 

A private soldier aged 20 was admitted on Dec. 3. Hg The 


had received 1.95 g. of N.A.B. and 0.8 g. of bismuth. Thg multipl 
earlier stages of his arsenical treatment had been decelerated drugs— 
on account of some skin reactions. Two days before admissiog jigsyn 
he had felt ill, with pain in his left cheek. The next day thf nut 9 
cheek was swollen and a sty had developed on the right lowg lifectio 
lid. He reported sick and was sent to hospital 24 hours late j 
He then had a temperature of 104° F. (40° C.) and showe most 
all the signs of considerable toxaemia. On the buccal surfagg lion ¢ 
of the left cheek there was a deep painful ulcer. The legand pre 
lower lid had a staphylococcal infection, and furuncle wa sepsis i 
present on his chin. A blood count showed 4,200 white cell before | 
per c.mm., 2% of which were pclymorphs (total 84). Before thf gjs A 
beginning of treatment he was given 0.6 g. of N.A.B. Two houl any of 
later penicillin was started in 100,000-unit doses every thre © avoi 
css im 


hours. The next day his white count had fallen to 2,400 an 
no polymorphs could be seen in a smear. Subsequent count 


were as follows: from tl 

count 

depress: 

Date Leucocytes | Polymorphs | Eosinophils | Total Granulocytes scurity 

Dec. 5 2,600 4% 13% 442 | 

4,300 6% 8° 602 It ha 

4,000 10%, 3% 520 (yscrasi 

4,400 17%, 4% 924 jreclud 

a 8,800 14% 9%, 2,024 teular 1 
7,000 36%, 4% 2,800 

~ 2 8,000 60°. 2% 4,960 ed tc 

___Birther 

fieGibl 

On Dec. 6 the staphylococcus obtained from his lesions Waiinejys; 


reported to be penicillin-resistant. The dose of penicillin wé Mlowir 
immediately doubled. At this time, though his temperatu r ’ 
had subsided and his general condition was excellent, the buecag)*" I' 
ulcer was showing no signs of healing. During the next fev py car 
days this situation was reversed and the ulcer healed steadilygiler re 

It wiil be seen that restitution of the blood picture wagpequer 
delayed, and it seems reasonable to assume that this irs 


May 7, 1949 ROLE OF INFECTION IN GRANULOPENTA 
his Ie ated to the fact that the infecting organism proved rela- § 
His blood the dosage was considerably increased. This patient received It is suggested that in conditions of serious neutropenia 
rphs (tog in all 15 mega units of penicillin. infection plays a predominant part ; that in its prevention, 
aS started. while undergoing treatment with possibly leucotoxic drugs, 
ponse wah Discussion avoidance of infection, both endogenous and exogenous, 
fallen is of more importance than repeated blood examinations ; 
| improv In this small investigation 2 nemreced that infection was ang that in the treatment of the established condition atten- 
da = tion should be centred upon the immediate arrest of the 
Penici diti drug, which at present is likely to be penicillin in most 
mal wills other conditions associated with granulopenia I have cases. It should be given in large doses, in the region of 
y. Thirty noticed serious deterioration as a result of superadded infec- 1 mega unit daily. In these circumstances pentide, blood 
of 14,09q ion. A man convalescent from glandular fever sustained transfusion, etc., may with advantage be withheld during 
- his whitg # Streptococcal infection of his throat. His polymorphs the first 72 hours. If there has been no response at this 
promptly fell from 1,800 to 90 per c.mm., to rise again stage pentide should be started and continued until response 
immediately the infection had been subdued by penicillin. jg well established. Fresh blood, folic acid, pyridoxin, 
(i suffering from chronic lymphatic leukaemia ascorbic acid, liver extract, and thyroid may all be useful 
os oa developed gross aoe in orden oe and throat. This jn individual cases. Where there has been satisfactory 
L Head resulted in a grave illness, with high fever, widespread pur- response to penicillin alone it may be possible to resume 
the gum pura, and a rapid fall in the haemoglobin level, which the supposedly leucotoxic drug, if necessary. 
per ¢ reached 25%. Treatment with parenteral and intraoral 
withheld] fenicillin rapidly overcame the infection, the fever fell to, My thanks | 
with 164 wormal, the mouth lesions healed, the purpura vanished, Consulting Physician, B.A.O.R., Colonel C. A. Gavan Duily, Officer 
-d—50,00§ and the haemoglobin began to rise, eventually reaching Commanding Medical Division, 94th (Hamburg) British Military 
it clinica§ over 100%. She has remained well during six months’ Hospital, Colonel F. E. Buckland, Director of Pathological Services, 
, 32% of subsequent observation, though her blood picture is still, B-A.0.R., and Captain W. T. Hendry, for their interest and help 
of course, that of chronic lymphatic leukaemia. In other ™ 
Bie oe a of leukaemia acute and threatening episodes have Beaumont, G. E., and Dodds, E. C. (1947). Recent Advances in 
ved loca 8" initiated by sepsis, the control of which has resulted Medicine, 12th ed., p. 333. London. 
‘100 temporary improvement in the patient's condition. Cla , N. E., and Hench, P. S. (1946). Proc. 
9). From There seems to be — oe that a functionally damaged Dameshek., W., and Wolfson, L. F. (1942). Amer. J. med. Sci., 203, 
lischargeg bone marrow is particularly vulnerable to the toxins result- igs ae 
ut furhe ing from sepsis. It is well known, for example, that infec- [sratls, M.(C. (1948). In Daley and Miller's Progress in Clinical 
ion can interfere with the full therapeutic effect of liver Medicine, p. 199. London. 
3. The factors giving rise to neutropenia are doubtless Nixon, N., Eckert, J. F., and Holmes, K. B. (1943). Amer. J. med. 
ith. Thg multiple. In addition to the part played by leucotoxic Schultz,’ W. (1922). Dtsch. med. Wschr., 48, 1495. 
ecelerate drugs—and no one will challenge this factor—it seems that Wilkinson, J. F. (1936). In Rolleston’s British Encyclopaedia of 
admissio Medical Practice, 1, 262. London. 
British Medical Journal, 1, 1061. 


iliosyncrasy, sensitization, age, sex, and endocrine factors 
hust all be taker into account. But it may well be that 
infection, which is, I believe, the only factor common to 
ilmost every case, is the most important of all. A recog- 
tition of this possibility is clearly of considerable therapeutic 
ad preventive importance. It would seem wise to exclude 
sepsis in cases of rheumatoid arthritis and thyrotoxicosis 
before embarking upon treatment with gold or the thioura- 
dls. At the same time patients undergoing treatment by 
aly of the recognized leucotoxic drugs should be warned 
avoid infection and to report the smallest infective pro- 
css immediately. Printed instructions might be valuable 
fom this point of view. It is doubtful if the white cell 
wunt is of any value in giving warning of white cell 
pression, and may even lead to a false sense of 
curity. 

It has always been said that the appearance of a blood 

iyscrasia while undergoing treatment by any of these drugs 
mecludes for ever the use in such a patient of the par- 
tcular material thought to have been causative. The obser- 
ations recorded here suggest that this dictum may not 
ed to be adhered to when there are indications for 
irther administration of the offending preparation. 
feGibbon and Glyn-Hughes (1943) came to the same 
‘Penclusion after describing a case of agranulocytosis 
.peratur plowing arsenic. 
buccage tn 1942 a fulminating case of agranulocytosi$ under 
next fewsly care, following the use of sulphapyridine, was given 
steadilyger recovery 3 g. of the drug by intravenous injection. 
ure quent white cell counts made during the subsequent 48 
this irs revealed no fall in the number of granulocytes. 
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Witts, L. J. (1936). 


INSTRUCTION OF THE MEDICAL 
STUDENT IN PAEDIATRICS 
AN INSIGHT INTO FAMILY PRACTICE - 
BY 
W. S. CRAIG, M.D., F.R.C.P.Ed., M.R.C.P. 
F. CHARLOTTE NAISH, M.D. 
AND 
M. F.. G. BUCHANAN, M.B., Ch.B.Ed., D.C.H. 


Instruction of the medical student is concerned primarily 
with the training of the future family doctor. Undergrad- 
uate training suffers from having to be provided under 
conditions dominated by hospital considerations of disease. 
As a result the recently qualified doctor entering general 
practice has to adjust his outlook. He is not long in prac- 
tice before he realizes that many of the problems which 
appeared simple of solution when seen in hospital are 
complex when considered in relation to the needs of the 
home. Short of restoring the old-time apprenticeship system 
it is difficult to see how this handicap can be completely 
offset. 

The handicap applies particularly to undergraduate study 
of health and disease in infancy and childhood. Ward 
instruction is deficient because of the absence of the mother - 
and of any visual reminder of home conditions. The 
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deficiency is made good in part, but ‘only in part, by teach- 
ing in hospital out-patient departments, at infant-welfare 
sessions, and at school medical inspections. These sessions, 
no matter how efficiently they are run, are apt to suffer 
from a routine intended to cope with a considerable num- 
ber of children in a set period of time. Health and disease 
in childhood are studied in an atmosphere of organized 
efficiency rather than one of intimacy of understanding. 
The student is left with an impression of a limitless tide 
of “cases,” some of interest, others of doubtful interest. 
The tide is apt to flow with such speed that in his concern 
over physical findings the student is insufficiently impressed 
by the human family problem presented by each child. 
Nor can the hospital clinician, be he ever so able a teacher, 
convey to the students that full depth of understanding of 
mother and child and family circle which makes for suc- 
cessful care of child life in general practice. 


Experiment at Leeds 


The medical student taking out his course of clinical 
instruction in paediatrics and child health at the University 
of Leeds is given opportunities of seeing healthy and ailing 
children in hospitals and at clinics, handicapped and 
“deprived ” children in day and residential homes, and 
some of the homes from which sick children have been 
admitted for treatment in hospital wards. In the course 
of his studies the same student meets practitioners on the 
visiting staffs of hospitals and in the employ of local 
authority child-health services, nurses working in hospital 
or as health visitors, school nurses, and district nurses or 
district midwives. He is given a didactic lecture by a 
family doctor on the theme of paediatrics as met with in 
general practice, but until recently has not seen the family 
doctor at work. 

We arejconvinced that the family doctor has a vital part 
to play in care of the child in health and disease. We are 
equally convinced that training of the future doctor in 
paediatric care would derive immeasurable benefit from 
early insight into such care as is provided in the course of 
everyday general practice. Ourselves (W.S.C. and F.C.N.) 
brought up from childhood in the households of family 
doctors, we are acutely aware in our professional work 
to-day of the debt we owe to that privileged experience of 
the past. Over a number of years one of us (F.C.N.) has 
made a special study of infants and children seen in the 
course of day-to-day family practice. Study pointed to the 
desirability of expanding the range of Service offered to 
mothers and children in practice. One way in which expan- 
sion was developed was to reserve an afternoon each week 
for consultations for mothers and their children. In effect 
a clinic was established as an integral part of the activities 
of the family practice. The clinic proved a success from the 
start and has now run uninterruptedly for almost two years. 
There is implied recognition of its value in the authority. 
recently given by the local executive council to continue 
the established policy of reserving one afternoon each week 

‘for mothers and children. 


We felt that the training in paediatrics of the future 
general practitioner would benefit by insight into the work 
of a clinic conditioned by the circumstances of family prac- 
tice. Experimental arrangements were therefore made to 
enable students, while attached to the University Depart- 
ment of Paediatrics and Child Health, to visit the clinic. 
We are satisfied that the arrangements have proved their 
value. The purpose of this paper is to give an outline of 
the arrangements and their results, because it is considered 
they indicate means whereby undergraduate, and indeed 
postgraduate, instruction of the medical student can be 
widened and improved. 


MEDICAL Journay 
The General Practice factor 
make 


The practice is one of a number in a non-university city reset 
with an approximate population of 100,000. The buk be st 
of the work is concerned with the families of many 


labourers, clerical workers, and shop employees. Of other ogy 
persons on the practice list a small number are mem All 


of professional and military families. Midwifery cong 
tutes an important part of the activities of the practice 
and in the matter of social groups reflects the distribution 
characteristic of the practice as a whole. 


offere 
tional 
them 
io init 
care O 
The Clinic when | 
The clinic is held in the family doctor’s private house,§ auch 
which is situated in a working-class district. Accommoda-§ ®acti¢ 
tion consists of a weighing-cum-secretarial room, a waiting. trainin 
room, and a consulting-room with screened examination 
couch. The accommodation is in fact the “surgery.”} 4 p 
Furnishings include low seats suited to use by nursing there | 
mothers. duden 
Sessions are held weekly. The family doctor (F.C.N.)f jp the 
has the assistance of a secretary and nurse, and has recently§ jively | 
been offered the services of a health visitor by the maternity§ for the 
and child-welfare authority. Attendance is on a voluntary§ Many 
basis and by appointment. Mothers who attend with theirf jo the 
babies consist of those delivered by the doctor, of those} Ajm 
who are on the doctor’s National Health Service list but} jem 1 
who have been delivered in hospital or by a midwife, and a 
few referred by the doctor's partners in the family practice. wrote 
Of newly born infants in the practice approximately 80% ihe fan 
attend the clinic. Mothers are advised to attend weekly§ ing gi 
until the baby is 3 months old, fortnightly during the next§ simbe 
three months, and thereafter at monthly intervals until the} ¥¢ the 
baby reaches his first birthday. Older children attend at nent ¢ 
longer intervals or at any time, prior to school age,, when nviror 
their mothers wish advice on account of any difficulties inf pain, 
upbringing. ncoun 
Attendances average twenty-six a session. All childrenf to seric 
are weighed, and individual records are kept on separatefin gene 
cards. Duplicate cards are kept by the-mothers. At any§ Mog 
one session rather more thafl 50% of those attending 
seen personally by the doctor at the request of the mother§ i, withi 
at the instigation of the nurse, or in accordance wWithByith ¢p 
arrangements made by the doctor at the time of a previous ie init 
visit. care of 
Work of the Clinic—The ages of children attending§of the 
range from a few weeks to 5 years. Infants predominate hjlities 
All children are accompanied by their mothers, who knovgnen an 
that they must not bring any child thought to be incubating spervi: 
or harbouring infection. It is one of the objects of thea a fz 
clinic not to divorce care of the infant from care of thefmarriag 
mother or family. Health and disease are not arbitrarily§fom m 
differentiated. General management, the promotion Oi gene 
health, and the prevention of disease receive equal atten 
tion. The indications for consultations arise from algy,; 
infinite variety of circumstances. They include comprehen 
sive routine inspections ; the supervision of infant feeding 
whether breast, complementary, or wholly artificial ; atten}; 
dance for vaccination or immunization ; requests for advic¢ 
concerning symptoms which, were there not a clinic, might 
be ignored ; family problems such as those arising fro 
ill-health of the mother or from enuresis on the part of thd, 
child ; and social problems such as those concerned will 
adoption and illegitimacy. 


Arrangements for Medical Students 


Attendance at the clinic is entirely voluntary. Provisior 
is made for three students accompanied by a registra 


(M.F.G.B.) to be present at each session. A number 0} 
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factors, including those related to distance and transport, 
-Imake it impossible to arrange for any one student to be 
present at more than one session. At the time of his visit 
the student is encouraged to discuss the individual problems 
he has seen and any general considerations which particu- 
larly interest him. 

All students have taken advantage of the opportunities 
offered them. They know they are taking part in an educa- 
ional experiment. No attempt has been made to influence 
them in their views, and particular care has been taken not 
io initiate comparisons concerning different services for the 
care of child life. The students have willingly co-operated 
yhen asked after their visit to give a written account not so 
much of their impressions concerning detail as of their 
actions to inclusion of the visit in the course of their 
training. 


te house, 
smmoda- 
waiting- 
mination 
surgery,” 
nursing 


The Student’s Reaction 


A point of practical importance is that at no time has 
there been any unfavourable reaction to the presence of 
students on the part of mothers attending the clinic. As 
to the students themselves, while some few were construc- 
ively critical of certain aspects of the arrangements made 
for them, all testified to the value of their visits to the clinic. 
Many were unreservedly enthusiastic. Significance attaches 
fo the reasons given for their opinions. 

Almost all the students stressed that the visits had given 
them their first opportunity to “see general practice in 
operation.” Of those who made this comment a number 
wrote of having appreciated for the first time the part which 
the family doctor can. play in the care of child life in health 
ind disease. Reading their remarks, it is evident that a 
wmber of students had had borne in on them how many 
of the children they see in the hospital out-patient depart- 
ment could be properly dealt. with in the more suitable 
«vironment of a family doctor’s consulting-room. Others, 
igain, were impressed by seeing conditions which are rarely 
tncountered in hospital but which, although they may have 
to serious immediate clinical significance, bulk more largely 
in general practice. 

Most of the students remarked upon the advantages to 
child care of the mutual understanding and trust which it 
is within the power of the general practitioner to establish 
vith the families he attends. Other students appreciated 
the initial advantage possessed by the family doctor whose 
are of children starts in the form of antenatal supervision 
of the mothers and who knows the background and capa- 
bilities of families in his practice. A number of students, 
men and women, sensed the benefits to infant feeding of 
supervision being undertaken by a doctor herself the mother 
ofa family. Women among the students realized that 
flarriage and a family do not necessarily debar a woman 
fom making a vital and special contribution to child care 
i general practice. 

We consider that the various views expressed by those 
(siting the clinic support the opinion that the experiment 
las justified itself. Evidence in favour of this opinion is 
0 be found from the following extracts from notes sent 
> athe a by three of the students who have taken part in the 
r advi@aperiment. Telling of his outlook before visiting the clinic, 
c, Mighif ne student wrote: “ As a medical student one of the im- 
ag fro fessions I had conceived of general practice was that any 
t of the ase which required a little more trouble taken over it than 
ed Witirmal was immediately referred, especially in paediatrics, 
the already overworked hospital.” 

Another student wrote: “It [the visit] helped my sense 
f proportion in realizing the great value of the general 
titioner in the promotion of child health.” A _ third 
“ The visit 
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registrajeudent summed up his impressions as follows: 


mber ol 


made me realize that general practice is not static and can 
be made progressive ...and can provide intellectual 


satisfaction.” 
Summary 

Measures for the care of child life must be based upon the 
home. The family doctor has a vital part to play in any such 
measures. If it is to fulfil its primary function medical train- 
ing of the undergraduate must be directed towards preparation 
for family practice. Teaching instruction in the care of child 
iife is handicapped by difficulties in the way of giving the 
medical student practical insight into conditions prevailing in 
family practice. : 

An educational experiment is described which is intended to 
offset these difficulties in part at least. It is considered that the 
experiment has been a success, is capable of further develop- 
ment, and might be extended to a wider field of medical train- 
ing than that concerned solely with health and disease in 
childhood. 


INTERMENSTRUAL PAIN (THE “MITTEL- 
SCHMERZ”) AND THE TIME OF 
OVULATION 


BY 
P. L. KROHN, B.M., B.Ch. 


(From the Department of Anatomy, the Medical School, 
Birmingham University) jz 


Cyclically recurring pain in the pelvis which can be related 
to the phases of the menstrual cycle is not uncommon in 
women. The condition was described by Priestley as long 
ago as 1872, although it is just possible that his observations 
were confused by the coexistence in his patients of chronic 
appendicitis, which at the time he wrote had not been defined 
as a Clinical entity. Subsequent reports, in which corre- 
sponding pelvic pains have been referred to, mainly concern 
acute conditions that have called for operation, and in many 
instances laparotomy at the time of the pain has disclosed 
a recently ruptured ovarian follicle. 

The periodicity of intermenstrual pelvic pain is one of 
the many signs that have been taken to indicate the time 
of ovulation in women. In view of the very clear-cut 
symptoms over a long period it is of interest to report the 
following case history. 


Description of Present Case 

The patient is a married woman aged 28 in whom cyclical 
intermenstrual pain has been recorded without interruption 
during the last 44 years. It has occurred over at least 
seven years, but at first it was irregular. She has no recollec- 
tion of similar pains before the age of about 16. 

The pain is characteristic and easily recognized. It lasts 
for no more than 24 hours, and varies somewhat in intensity 
from time to time. It is never severe and can be controlled 
with simple analgesics. It begins suddenly in one or other 
iliac fossa and is gradually referred to the pubes, from which 
it spreads as a generalized pelvic pain. 

The occurrence of the pain and the menstrual periods from 
April, 1944, to November, 1948, are charted in Fig. 1. The 
Table shows the duration of the two “ phases” of the cycle. 
The following points may be noted. 


Table Showing Distribution of Duration of Phases of Menstrual 


ycle 
Duration in Days 
10) 11/12) 13) 14) 15) 18) 19 20 | 24 25 
Ist of menstruation to 
Mittelschmerz to onset of | 
menstruation 10;22;7)1)4 | 
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Britisu 


1. The onset of the pain is regular. The mean interval 
from menstruation to the onset of the pain is 17.3+0.33 days, 
and from the pain to the beginning of menstruation 13.0+0.15 
days. In agreement with most other statistics on the duration 
of the pre-ovulatory and post-ovulatory phases of the menstrual 
cycle, the second phase has a significantly smaller variance than 
the first pre-ovulatory phase (see Table). Although the length 


of one of the later cycles was prolonged to 39 days, the mit 
schmerz occurred as usual 13 days before the next peri 
Presumably the extra length of the cycle was due to song 
interference with*normal follicular development. 

2. In July, 1944, the patient wished to become pregnay 
and was advised to regard the mittelschmerz as the most lik 
indication of the time of ovulation. Ten days after the mi 

schmerz in that cycle, an 
before the next period wa 

due, the patient corres? 
believed that she was pry 


nant. No _ further 
her pregnancy or her lack, 
tion. About three weeks onset 
after the end of lactation 
the pain was again re 
corded, and was followed 
ten days later by the r 
turn menstruatig 
Seer. ocr. Nov. DEC. JAN. 1946 Fes MAR. Mav 3. The pain has 
29 times on the right sid 
and 14 times on the Id 
This predilection for th 
right side is significantly 
wu an differences in favour of th 
seer. JAN 1947 FEB MAR right side have been re primé 
closel 
ported for ovulation in the 
sheep (McKenzie and 
rill,’ 1937) and the monkey OVUla 
(Morse and van Wageneng cycle 
a 2 1936), and, assuming tha tion | 
= aa tion, the observed ratio inf indic: 
Serr. oct now. this case does not may 
significantly from the in the 
figures reported by Th 
workers. There does no - 
seem to be any regularity 
‘ of alternation from left tq with 
} | J ‘ right side. The pain hag contr 
never occurred twice im [f, 
press 
the a 
It 
t R of th 
McS\ 
J | could 
quest 
fertil 
whic! 
‘a a cours 
has t 
Th 
the 1 
Fic, 1.—Menstrual cycks index 
from 1944 to 1948. Occui- 
R R rence and side of mittel 
+ ‘ $ schmerz are indicated by the § McK. 
\ arrow and R or L. A 
McSv 
Fic. 2.—Fluctuation 1 
daily waking oral tempera § Mors: 
ture correlated with mittel- 3 
schmerz, which is indicated § Priest 
by arrows. 
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Correlation of Mittelschmerz with Fluctuations in the 
Waking Oral Temperature 

Since fluctuations in the body temperature are now widely 
ysed to indicate the time of ovulation a record of the daily 
waking oral temperature has been kept for the last 13 cycles. 
The results are plotted in Fig. 2, the mittelschmerz being 
indicated by arrows. 

The temperature recordings conform in general to the usually 
accepted pattern, though they are not so clear-cut as some 
that have been published. In the middle of the cycle, how- 
ever, there is usually a slight fall in temperature, followed by 
4 steep rise to a plateau, which is maintained until. near the 
onset of the subsequent period. Occasionally this rise is 
indistinct. 

An independent observer was asked to estimate the most 
likely time of ovulation from temperature charts alone. In 
eight of the 14 cycles ovulation, as judged in this way, agreed 
with the day of onset of the mittelschmerz. In three cycles 
the estimate was one day early, and in three it was one day late. 

A change in the temperature curve, particularly when the 
whole chart is available and when attention is directed ta the 
mid-cycle, is at best only indirect evidence of ovulation, but 
the close relation between the temperature change and the 
mittelschmerz is of interest. 


Discussion 


Early workers who described the mittelschmerz were in 
difficulties in ascribing a cause to the pain. This was due 
primarily to the fact that ovulation was thought to be 
closely related temporally to the onset of menstruation. It 
is now known from both direct and indirect evidence that 
ovulation occurs at some moment in the middle of the 
cycle. Intermenstrual pain, like changes in hormone excre- 
tion in the urine, physical changes in the cervical mucus, 
electrical potential changes, and so on, is obviously an 
indication of some alteration in the reproductive tract, and 
may be accepted as further evidence that ovulation occurs 
in the middle of the cycle. 

The cause of the pain is still obscure. It is abolished by 
ovariectomy, but is not affected by operations that interfere 
with nervous pathways from the uterus. Painful tubal 
contractions may, however, be a possible explanation. 

If, as the evidence suggests, the pain is connected with 
ovarian changes, the immediate cause may be either the 
pressure of a distending follicle just before ovulation or 
the actual rupture of the follicle. 

It seems probable that the pain gives a closer indication 
of the time of ovulation in those women who are aware 
of it than any other method. In view of the experience of 
McSweeny and Wood (1940) that 21 out of 134 women 
could ‘identify some discomfort in the mid-cycle, careful 
questioning about the mittelschmerz of patients who attend 
fertility clinics would seem to be worth while. Cases have 
certainly been reported (Wharton and Henriksen, 1936) in 
which the pain had been severe enough to prevent inter- 
course and in which advice to disregard the pain was 
immediately followed by conception. 


Summary 
The cyclical occurrence of intermenstrual pain (mittelschmerz) 
has been followed for 44 years in a married woman aged 28. 
The onset of the pain is closely correlated with changes in 
the waking oral temperature, and is taken to be a reliable 
index of ovulation. 
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SYNDROME OF DIAPHRAGMATIC 
HERNIA AND ANAEMIA 


BY 


A. D. CODOUNIS, M.D. 
Associate Professor of Clinical Medicine, University of Athens ; 
Director of Medical Clinic III of the Red Cross Hospital, 
Athens 


No medical or surgical disease presents a clinical sympto- 
matology so varied and unstable as that of congenital or 
acquired diaphragmatic hernia. Harrington (1945) studied 
320 cases of oesophageal hiatus hernia and found that an 
average of three previous erroneous diagnoses had been 
made before the correct diagnosis was established. In 
order of frequency the most common erroneous diagnoses 
were : cholecystitis, cholelithiasis, gastric ulcer, secondary 
anaemia, duodenal ulcer, hyperacidity, cardiac disease, 
carcinoma of the cardia, stricture of the oesophagus, appen- 
dicitis, and intestinal obstruction. Chevallier and Danel 
(1944) reported that diaphragmatic hernia was commonly 
associated with anaemia. 

Katsigras (1946) reviewed the published reports of 955 
cases of oesophageal hiatus hernia and observed that 
anaemia was associated with the hernia in 80 cases, a 
proportion of 8.3%. 

In my view (Codounis, 1946) diaphragmatic hernia can 
provoke the appearance of microcytic or hypochromic 
anaemia, or of macrocytic or hyperchromic anaemia. The 
personal case here described appears to be unique in medi- 
cal literature. A severe anaemia persisted for 24 years, 
as did the diaphragmatic hernia. At first there was a 
microcytic anaemia and later macrocytic anaemia. 


Case Record 


J. A., a man of 60, had previously suffered from malaria 
and jaundice. He had three children in good health, two 
born after the beginning of the anaemia. His present ill- 
ness started in April, 1922. After an emotional distur- 
bance he had been feeling increasingly weak, tired, and 
anxious. His skin was pale and his eyes yellowish. These 
symptoms, with anorexia and loss of weight, became more 
serious, and he consulted Professor Schlesinger in Vienna, 
who diagnosed hypochromic anaemia and prescribed iron 
and a change of climate. : 

Phase of Microcytic Anaemia.—After three months’ rest at 
Semmering J. A. returned feeling better. In December, 1922, 
pallor and progressive weakness reappeared, with vomiting, 
nausea, and epigastric swelling after meals. In February, 1923, 
he went to Vienna to consult Dr. Eppinger, who diagnosed 
Banti’s disease and advised splenectomy. X-ray examination 
of the gastro-intestinal tract revealed no abnormality—probably 
due to a technical defect. 

J. A. later went to France, where the diagnosis of hypo- 
chromic anaemia was confirmed. After four months’ rest in 
the country he came home in good health and noticed no 


“symptoms during the year J923. 


,In 1924, after the same clinical and haematological symptoms 
and some loss of weight (100 kg. to 82 kg.), he returned again 
to France and consulted Dr. P. E. Weill, who confirmed the 
diagnosis of hypochromic anaemia. The patient was given iron 
and. liver extracts, which improved his condition. His red 
cell count fell to 3,000,000 per c.mm. in 1925, and Dr. Weill 
gave him a blood transfusion, after which the improvement 
was nearly complete. Between 1926 and 1938, during which 
twelve years he had iron therapy and a change of air each 
summer, the patient was free from symptoms and lost no 
more weight. His usual weight was 100 kg., which was con- 
sidered normal in relation to his height. 

After an attack of influenza in November, 1938, J. A. 
felt very weak and dizzy. There was marked pallor of the skin 
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and mucous membranes, and a generalized oedema. Iron and 
liver extracts were prescribed and he was given three blood 
transfusions ; the second provoked a severe anaphylactic shock, 
which was nearly fatal. Five days later the red cell count 
was Only 900,000 per c.mm. Slowly the anaemia improved 
again ; large doses of iron, 10 to 12 g. daily, were prescribed, 
but the patient could take only 4 to 5 g. daily. 

He felt no pain between 1939 and 1941, but because of war- 
time food shortages he lost 25 to 30 kg. in weight. 

In July, 1941, apart from weakness and pallor, J. A. com- 
plained of pains in the left upper abdomen and palpitations. 
Dr. Maroulis, a colleague who saw him during this period, 
noted besides the anaemia hyperresonance in the left chest. 
The same iron therapy was continued and the patient improved 
sgain over the next five years (October, 1945). 

Altogether the evolution of the first phase of microcytic and 
hypochromic anaemia included three long periods in which the 
condition was absolutely quiescent ; after the appearance or 
reappearance of symptoms improvement was brought about by 
treatment with iron, and the patient could live a normal life. 

Phase of Macrocytic Anaemia.—Marked pallor and oedema 
reappeared in November, 1945, together with pain in the left 
upper abdomen radiating to the scapular and lumbar regions. 
A blood count showed: r.b.c., 4,120,000; w.b.c., 6,400; Hb, 
70% ; colour index, 0.85. His symptoms grew rapidly worse, 
however, and on Dec. 26, 1945, J. A. came under my care. 

At that time his temperature was 38.4° C. (101.2° F.), pulse 
rate 80, and he had slight tachypnoea. His face was like 
that of a case of nephritis, oedematous and very pale. His lips 
were bloodless, he was very weak and, besides the puffiness 
of the face, there was marked oedema of legs and meteorism. 
He had a slight thoracic kyphosis. His chest was of the 
emphysematous type; the percussion note was tympanitic ; 
rales were heard at both bases. 

Blood pressure : 170/90 mm. Hg. X-ray examination of the 
chest and heart indicated no abnormality. Radiographs of the 
spine revealed changes in the third and fourth dorsal vertebrae, 
probably due to a healed spondylitis. Examination of the 
urine showed some white cells and some calcium oxalate 


crystals. 
Final Diagnosis 

With this history and the findings here tabulated it was 
easy to assume a relapse of the anaemia which had affected 
the patient for 24 years. But we were surprised to see 
that instead of a microcytic and hypochromic anaemia 
there was a macrocytic and hyperchromic anaemia. Then, 
on Jan. 5, 1946, an x-ray examination by Dr. Xanthakis, 


I.—Haematological Findings 


Difterential Count 
| Cot % 
olour 
Date | Microcytic| % | Index | 
Phase morphs | Eosino |Mono. 
7.11.45 | 4,120,000/ 60 08s | 6400' 60 | 32 | 4 1 4 
Macrocytic Phase 
27.12.45(A) | 1,880,000 | 37 | 1-02 | 8,600]; 50 46 a 
5.1.46 2,440,000 | 50 | 1-04 ph 
7.1.46 2,770,000 | 50 | 0-92 
11.1.46 3,080,000 | 43 | 9-70 | 8.400} 78 22 
14.1.46(B) | 2,540,000 | 46 | 0-72 | 6,000; 66 28 ee 
15.1.46 3,000,000 | 45 | 0-75 = 
21.1.46(C) | 3,430,000 | 52| 0-76 | 7,000! 62 34 2 | 2 
30.1.46(D) | 3,040,000 | 55 | 0-91 | 5,200! 56 38 2 4 
2.3.46 3,660,000 | 65 | 0:90  4.600| 66 22 8 | 4 
6.3.46(E) | 4,480,000 | 75 | 0-85 | 5,000] 66 28 4 2 
Phase of Relapse 
29.3.46 4,000,000 | 70 | 0-87 | — 69 25 3 3 
1.4.46 3,800,000 | 72 | 0-94 ond 78 16 2 4 
44.46(E) | 3,120,000; — | — = 
$.4.46 1,850,000 | 35 | 0-94 | 12,000} — 
8.4.46 1,030,000 | 17 | 0-82 | 18400 
A. Evidence of polychromasia, anisocytosis, poikilocytosis, and 
of macrocytes—among them are ovular and well-coloured (Naegels 's 


megalocytes). No punter erythrocytes. Some white cells with obular nuclei. 
B. Average anisocytosis and poikilocytosis and ———. Predominance 
of macrocytes and among them some Naegeli’s megalocytes. ae 
h hromia and anisocytosis and poikilocytosis. One acidophilic 
per 100 white cells: 
D. Some polychromasia, slight anisocytosis and poikilocytosis. 
E. — coagulation time, 9 minutes; blood uréa, 0.45%; 
380,000 


Ma‘ 


TaBLE II.—Bone-Marrow Picture he di 
Reticulo-endothelial Series al 
Reticulocytes .. % % pOften 
Endothelial cells 2 2 3. fan X- 
Normobiests pe 10 37 pinterv 
White cells : of Op 
Myel 7 12 25 opera 
10 20 15 
Rod cells 15 17 16 
Eosinophilic po polynuclears : autho 
Monocytes 1 — _~ case, 
Ferrata calls = ; a reveal 
Platelets : sugge 
Megakaryocytes _ 2 “al the g 
I.—Dec. 27, 1945. Mi hieft he basophilic erythroblast 
—! r ts and to J. 

If.—Jan. 17, 1946. Normoblasts present with relati few mature nuclei in the { 
comparison with the protoplasm. itosis. Rods of t cells and a good t 
number of cells with lobulated > gastri 

Ill.—Immediately after death on April 10, 1946. Majority of reticulocytes are 
of Ferrata Majority of nuclei of are in Same 
mitosis. Macroblasts rarely found. Asynchronism in uration. Immature — 4 con 
—— noted with basophilic protoplasm and wheat lobulation of the in sp 
undertaken to exclude the possibility of gastric ulcer or parac 
cancer, explained clearly the anaemia and the digestive coun 
symptoms and thoracic pains. Iti 

Immediately after the patient had taken the barium meal besa 
a displacement to the right of the lower end of the oeso- | *** 
phagus was observed. A large pocket of air in the a 
herniated and distended stomach extended seven finger- —e 
breadths above the diaphragm. The stomach was elongated, a y 
and immediately below the diaphragm, on the lesser curva- ra 
ture, a diverticulum was noted. Another small diverticulum § 2?" 
was observed in the descending part of the duodenum. — 
Here then was a case of diaphragmatic hernia in a man who yoo 
had been treated for anaemia for over twenty-four, years. roe 
This is the fortieth case of this syndrome to be described in 
the literature and the first case to be observed in Greece § ™“! 
up to April 16, 1945, when a preliminary communication ay 
was made to the Medical Society of Athens. Reviewing § *™ 
the long history of this case, it may be seen to fall into = 
six successive stages. 

Stage 1—Apparently perfectly healthy until the age of 36. 

Stage 2.—Onset of hypochromic anaemia, from 36 to 39 In 
years of age. It is at this stage that J. A. complained of the small 
first dyspeptic disturbances—post-prandial discomfort, epi- the r 
gastric fullness, and occasional vomiting. Over these four — and 
years improvement in the anaemia would be followed by recru- § The 
descence, followed again by rapid improvement. haem 

Stage 3——The twelve years from the age of 39 to 51 are In 
characterized by almost normal good health. 350 1 

Stage 4.—From the age of 52 to 54 there was a new and isola 
intense recrudescence of anaemia, following a severe attack Cl ? 
of influenza in 1938. He lost 25 to 30 kg. in weight and his § “4! 
red cell count fell to 900,000 per c.mm. Later, on consulting ff Dut 
the patient’s wife, we were told that at this period she heard § micr« 
some gurgling in his stomach, even at some distance away 
from him. At the same time he complained of acute pains 
in the left hypochondrium, disappearing a few minutes after Af 
protracted belching. Physical examination at that time showed ed 
a pronounced hyperresonance of the left hemithorax. 

Stage 5—Quite well again from 55 to 60 years of age. 

Stage 6.—The final stage lasted six months, and coincided 


with a hyperchromic and macrocytic anaemia. 
In our opinion this hernia was congenital, favoured by 
the patient’s kyphosis, and it progressively dilated through 
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diaphragmatic hiatus over a period of 24 years and 
was responsible for provoking the alternating anaemic 
syndrome. Diagnosis in these cases is extremely difficult. 
Often a secondary anaemia due to cancer is suspected, but 
an x-ray examination reveals the diaphragmatic hernia 
instead of cancer. This was true with our case as with 
the cases of Welti and Mahoudeau (1948). The discovery 
of a diaphragmatic hernia must often lead to surgical 
intervention. In fact, according to Welti and Mahoudeau, 
the only effective cure is surgical. In addition, the results 
of operation prove that the diaphragmatic hernia is the 
cause of the anaemia, since the latter disappears after 
operation. 
Cause of the Anaemia 
To explain the mechanism of this anaemia, Anglo-Saxon 
authors have invoked repeated haemorrhages. But in our 
case, and in many others, analysis of the stools has not 
revealed the least evidence of melaena. Chevallier (1944) 


the gastric mucosa and gastric achylia. Chevallier could 
not determine this point in his case, and the same applied 
to J. A. We tried several times to withdraw gastric juice, 
but failed to do so because of the extreme nervousness of 
the patient. Nevertheless, it was possible to withdraw 
gastric juice from another patient of approximately the 
same age and with a diaphragmatic hernia. This showed 
acomplete achylia, even after the caffeine test. This patient, 
in spite of his pronounced emaciation and severe illness, 
paradoxically does not show any anaemia. His red cell 
count was 4,200,000 per c.mm., with haemoglobin 100%. 

It is the fact that a proportion of cases of diaphragmatic 
hernia show some degree of anaemia. In most cases this 
is a microcytic hypochromic anaemia responding as rapidly 
to iron therapy as to surgical treatment of hernia. Hyper- 
chromic macrocytic anaemia is very rare in these cases. 
Only one case was mentioned by Cain and his collabora- 
tors (1939), with a colour index of 1.50 and a severe 
hyperchromic and aplastic anaemia. This hyperchromic 
macrocytic anaemia has nothing in common with Biermer’s 
anaemia. The anisocytosis is not accompanied by megalo- 
cytosis but by normoblastosis and macrocytosis, although 
to-day, according to some authors, megalocytosis and 
macrocytosis are almost synonymous. This anaemia also 
presents a distinct resemblance to that of avitaminosis B, 
and B, and to certain other primitive or secondary 
anaemias. In the case described by Cain liver therapy 
proved ineffective, whereas cure was effected by gastric 
extracts. 

In the macrocytic stage in our patient liver extracts and 
small direct transfusions of fresh blood over 27 days raised 
the red cell count from 1,800,000 to 3,430,000 per c.mm. 
and notably improved the myelogram (see Table ID. 
The improvement was remarkable, both clinically and 
haematologically. 

In the 44 days following admission our patient received 
350 ml. of fresh blood (by direct transfusions), 48 g. of 
iron, and 78 ml. of liver extract (by intramuscular injection). 
Clearly our patient needed not only anti-anaemic factor 
but also iron, owing to the presence of alternating 
microcytic and macrocytic anaemia. 


Crisis and Death 
After his discharge on March 6, 1946, with 4,180,000 
ted cells per c.mm., the patient remained well only until 
March 15. 
He then began to feel slight pains in the left hemi- 


by 
‘ough 


thorax and in the abdomen, which from time to time was 
distended. These pains were intermittent, and were relieved 
by belching. On March 30 the patient complained of 


suggested that the anaemia might be due to atrophy of 


severe pains in the right and left chest. At the same time 
he presented pallor, anorexia, insomnia, and extreme 
asthenia. 

On March 31 he was much worse and was readmitted. The 
radiologist’s examination showed that the intrathoracic gastric 
pouch seemed more voluminous. There was also .a- gross dis- 
tension of the ascending and transverse colon, displacing the 
liver to the left. We were obliged to assume that a sudden 
dilatation of the intrathoracic hernial pouch due to fermenta- 
tive gases had provoked diaphragmatic spasms at ‘the level 
of the oesophageal hiatus, which, by exciting the vago- 
sympathetic system, affected in turn the abdominal segment of 
the stomach as also the small and large intestines. 

These spasms, being repeated, disturbed the function of the 
digestive tract and respectively, by compression, the circulatory 
and respiratory functions. It is possible that this spasm con- 
tributes (by a mechanism which we have still not explained) 
to the production of putrefaction and fermentation (given the 
existence of an obstinate constipation), and so to the dysfunc- 
tion of the haematopoietic system. In a case of this nature it 
may be that haemolytic factors discharged by the digestive 
tract into the circulatory system contribute to the production 
of this kind of anaemia. In any case, this last stage of severe 
anaemia was provoked from the second day by an intense 
hernial crisis simulating a strangulation. Once and only once 
we noted a positive Meyer’s reaction in the faeces after an 
enema. There had been such obstinate constipation that we 
were obliged to extract the faeces digitally, and this probably 
caused small anal erosions which would explain this positive 
reaction. 

We claim that this stage of the disease in our patient 
furnished indisputable proof that a diaphragmatic hernia can 
provoke an anaemia so severe that it may lead, with or without 
strangulation, to a fatal issue. On the eleventh day of this 
intense crisis J. A. died. We regret to say we could not 
proceed to necropsy owing to the objections of the relatives. 


Conclusion 

During the evolution of any form of diaphragmatic 
hernia different anaemic syndromes can occur. These 
ordinarily take the form of a microcytic or hypochromic > 
anaemia—rarely the hyperchromic or macrocytic anaemia ; ° 
and sometimes these syndromes alternate, as in our case. 

In any case of anaemia in which the aetiology is not 
known a complete x-ray examination should not be omitted. 
This may reveal a diaphragmatic hernia. Conversely, when- 
ever a diaphragmatic hernia is found we should not neglect 
a complete study of the patient’s blood and bone marrow.” 


Summary 
A case of diaphragmatic hernia is described in which a long- 
standing microcytic anaemia was succeeded by a severe and 
ultimately fatal macrocytic anaemia. 


I am indebted to the Director of the laboratory of the Red Cross 
Hospital, Dr. S. Papageorgiou, for his help in the detailed study of 
the blood and the bone marrow. 
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The Ministry of Health has issued a circular drawing the attention 
of hospital management committees and boards of governors to the 
importance of close liaison with the resettlement services of the 
Ministry of Labour, During the war the Ministry of Labour set up 
a staff of disablement resettlement officers to give advice and assis- 
tance on the employment of disabled people who have difficulty in 
getting or keeping a job. In many cases the disability was mental 
or complicated by mental factors. This service will now 'be°’extended 
as widely as the mental health resources of the National Health 
Service permit. The Ministry hopes that psychiatrists and D.R.O.s 
will get into personal touch with each other and co-operate in working 
the scheme. 
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AMOEBIC VAGINITIS 


BY 
N. C. SEN, M.B., D.G.O., F.R.C.S.Ed. 
Sanctoria Hospital, Burdwan, West Bengal 


showed a number of entamoebae again moving sluggishly, \\, Sg 


compound was given every night after the saline douches, gy ae 
was also given an alkaline mixture. separa 

After 12 gr. (0.8 g.) of emetine in fifteen days the ulcers wen insPiss 
completely healed and the patient felt perfectly well, yp¥e® ! 
urinary symptoms remained, and examination of urine ay 


Amoebic vaginitis is rare. In a study of 200 cases of ) 
gl y vaginal discharge revealed no abnormality. 


leucorrhoea Bickers (1943) observed that 0.5% were due 
to Entamoeba histolytica, but he did not report any case. Siecadiinn small 
Between 1916 and 1948 only fourteen cases have been 
recorded, notably by May (1943), Morse and Seaton (1943), 
Cleland (1944), de Rivas (1944), Weinstein and Weed (1948), 
and others. Most textbooks are silent about a condition 
which should receive more attention, particularly in the 
Tropics and subtropics, where the incidence of amoebic 
infestation is fairly high. 
Case Report 

A nulliparous Nepalese widow, aged 35, was seen in May, 
1948. She complained of a profuse seropurulent vaginal dis- 
charge first noticed in January of that year. There was some 
soreness of the vulva and a slight burning sensation in the 
vagina and during micturition. The discharge was almost 
continuous, and there was no alteration in its character or 
amount before or after menstruation. 

She had had a severe attack of dysentery, presumably 
amoebic, in December, 1947, when she was treated elsewhere 
and no specific remedy was administered. Soon afterwards 
she noticed swelling and pain in the perineum and the lower 
parts of both labia majora. The present symptoms followed 
and the discharge increased until she was forced to come to 
the hospital for treatment. 

Pelvic examination had to be undertaken under general 


Three points favour the diagnosis of amoebic vaginitis. 
(1) Vegetative forms of E. histolytica in the discharges andff perfor 
scrapings from the ulcer. (2) Rapid cure with specific and 4 
amoebicidal drugs. (3) The punched-out character of theg “°° ' 
ulcers, with slightly overhanging edges and sometimes yel-B condi 
lowish bases, .situated mostly in the furrows between th Nec 
folds of the vaginal mucosa, which shows very little the pe 
inflammatory reaction. much 

Infection of the vagina is presumably by continuity and§ were 
contiguity with the anorectal canal, and this may be helped was © 
mechanically by the method of ablution practised in Bengal % si 
to cleanse the part after defaecation. 

The cervix is involved in about 70% of the reported scarc 
cases, and the ulcer is usually placed eccentrically and away ©’ 
from the external os. The uterus is often enlarged, and it 
may be that many or all of the cases in which the uterus is§ into 1 
enlarged, soft, and tender have some infection of the uterus, wall ¢ 
Uterine aspiration was not done in any of the reported § chr 
cases. 

Leucorrhoea due to E. histolytica may be fairly common ring 
in India. Cases should be investigated thoroughly fron— Ex 


anaesthesia. The lower part of the right labium majus was ‘this point of view. aa 
slightly swollen. The fourchette presented a small ulcer in REFERENCES perfe 
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its right half. In the vagina there were many linear ulcers, 
lying mostly transversely in the furrows between the folds of 
mucosa. They were superficial, punched-out ulcers with slightly 
overhanging edges which bled easily. The bases were raw and Morse, E. M., and Seaton, S. P. (1943). Amer. J. trop. Med., 23, 3. bow 
‘red except for a few ulcers near the fornices covered with a aS B., and Weed, J. C. (1948). Amer. J. Obstet. Gynec. its n 
thin yellowish slough. The cervix was slightly enlarged, soft, tet __ sac | 


and ulcerated over the whole of its surface except for a small Strar 
rim near the reflection of the vaginal mucosa on the portio. ° tion 
The external os could not be detected. The uterus was bulky, Medical Memoranda oper 


soft, and anteverted. 


— 


Examination of the thick seropurulent vaginal discharge, ~ of 
both dry and hanging-drop smears, disclosed many active forms Perforation of Stomach in Scrotal Hernia M 
of E. histolytica. The discharge was acid in reaction and pre- for 
sented a few pus cells, many eosinophils, red blood cells, and OWing to the rarity of this condition (only one other case of B sugg 
vaginal cells, with Gram-positive cocci and a few Gram- this ype ccous the literature: Jayle, 1893) I feel that the 
negative bacilli. Scrapings from the ulcers again revealed active  fllowing is worthy of record. 

E. histolytica. The discharge obtained by milking the urethra Case REPORT 
presented, both by dry and hanging-drop smears, active forms The patient, a man aged 66, was sent into hospital for ? strangulated 

Examination of the stools revealed cysts of E. histolytica, tomy here, with an uneventful recovery. At the time it was noticed 
but proctoscopy showed no. ulcer in the lower anorectal canal. that he had a small left inguinal hernia; since the operation he had 
Other evidences of amoebiasis were the enlarged tender liver been perfectly well. Twenty-four hours before admission the hernia # p.. 
and slight tenderness and thickening of the descending and iliac rega 
colon. There were a few leucodermic patches in the region of accompanied by nausea and vomiting, the vomitus being gastric con- J Pros 
the waist. tents. The pain was continuous; he was crying out in agony, and fF resp 

Treatment with emetine hydrochloride was started. It was ad passed urine that day. 
given in daily doses of 1 gr. (65 mg.) intramuscularly. The Examination showed a well-covered muscular man.* His general | hen: 

condition was reasonably good, but he was dehydrated. Temperature the 
vagina was cleaned twice daily with warm normal saline 96.4° F. (35.8° C.); pulse 126; respirations 44. He had a large 
douches. After five days the discharge and discomfort were scrotal swelling 12.5 cm. in diameter, which filled the whole of the “iy 
much relieved and examination could be undertaken without scrotum. The scrotum was tender, but not excessively so, and was Ss 
anaesthesia. The ulcers were healed or healing. The cervical resonant on percussion. The patient complained of severe pain and cath 
lesion looked smaller and the external os could be detected. tenderness over the region of the external inguinal ring. There was § 42% 
The cervical discharge was aspirated and showed a few some slight abdominal rigidity. Peristaltic sounds were heard and | ist 
E. histolytica with very sluggish movement. They were almost the abdomen was generally resonant. The tongue was furred and §} and 

The patient was complaining of some vague hypogastric pain (16 mg.) of morphine, was put on a glucose-saline drip, and was “ 


associated with frequent. micturition. A catheter specimen 


prepared for the theatre. 
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Treatment with emetine was continued, and stovarsol ” vapin 
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: ation—This was done by Mr. Ganz (anaesthetic: thiopen- 
and curare, administered by Dr. Waters). A 
i bee Cystit, T-shaped incision was made over the left inguinal region—the hori- 
sol VaginiB ontal part of the incision parallel to the inguinal ligament and the 
Ouches, §hBvertical part over the scrotum. The coverings of the hernia were 
separated and the peritoneum was opened. Fragments of yellowish 
> ulcers wep fp inspissated material and about 4 oz. (56 g.) of golden-coloured fluid 
/ well, Nopvere present in the scrotal sac. The bowel was delivered from the 
7 urine scrotum and found to consist of a portion of the stomach, some coils 
and § of small intestine, the transverse and pelvic colons, also the descend- 
ing colon, which was provided with a mesentery. There were also 
small pieces of food in the scrotal sac. The bowel was returned to 
the abdominal cavity and the skin incision prolonged upwards; a 
i .... [large perforation 5 cm. by 5 cm. was found on the lesser curve of 
~ Vaginitis; the stomach. The adjacent stomach wall was extremely thin. The 
harges and perforation was sutured and oversewn with a double layer of stitches 
ith Specific and an omental graft. The wound was closed and nylon skin sutures 
cter of they *° inserted. On the return of the patient from the theatre he was 
: given penicillin, sulphathiazole, and continuous oxygen, but his 
etimes yel-f condition deteriorated and he died the following day. 
etween the Necropsy—The abdomen was moderately distended. On opening 
very little the peritoneum a purulent acute generalized peritonitis was found, with 
much pus under the right lobe of the liver and in the right paracolic 
ad gutter. Inspissated yellowish-brown faecal-looking lumps of materia! 
‘inuity and were scattered all over the peritoneal cavity. A large hernial sac 
be helped was occupied by loops of both small and large bowel and a number 
| in Bengal of similar lumps of material as mentioned above. The orifice of the 
sac was three fingerbreadths and was surrounded by a firm fibrous 
ring. The stomach was exceedingly mobile and elongated, with a 
> reported scarcely definable lesser omentum. A piece of greater omentum was 
and away sutured over and partly closed a long oval hole (8 cm.) about the 
ed, and ith @e of the lesser curve. This perforation was through a blackened 
gt “ff gangrenous area of stomach wall, and gastric contents had exuded 
> ULETUS IS F into the peritoneal cavity and lesser sac. Obviously necrotic stomach 
he uterus, § wall extended 4 cm. around the perforation. There was no evidence of 
: reported § 4 chronic peptic ulcer. A few small thrombosed veins were present in 
the affected stomach wall, but no other vascular occlusion could be 
found. The right and left gastric arteries were normal. No pressure 
/ COmmon f ring could be discerned to suggest the site of strangulation. 
thly from Examination of the C.V.S. failed to show any source of embolism. 
The pathologist’s comment was: “It appears that this was a 
Richter’s hernia in which the stomach was strangulated followed by 
perforation.” 
COMMENT 
The probable course of events was that a portion of the large 
d., 23, 325. | bowel had entered the hernial sac, this being rendered easy by 
et. Gynec. § its mobile mesentery ; the stomach had been dragged into the 
_____ §§ sac by the gastrocolic omentum, and the lesser curve had been 
~~ ff strangulated at the neck of the sac, with subsequent perfora- 
tion of the stomach wall. Though the perforation was sealed at 
operation it is apparent that a further area of stomach wall had 
Necrosed and subsequently perforated, resulting in the death 
of the patient. 
‘nia My thanks are due to Mr. J. B. Marinan, medical superintendent, 
f for his permission to publish this case and for his interest and helpful 
Proms: Suggestions, and to Dr. J. Ennis for his post-mortem report. 
H. Simmons, L.R.C.P., L.R.C.S.Ed., 
Late House-surgeon, Dryburn Hospital, Durham. 
REFERENCE 
35 yo Jayle (1893). Bull. Soc. Anat. Paris, 68, 42. 
yrostatec- 
Ss noticed 
n he had A “ Third Ureter ’’ in Prostatectomy 
a Despite the sanguine views of many of my surgical confréres 
1 region, § ‘garding the control of haemorrhage in the various forms of 
tric con- | Prostatectomy with bladder closure, I am dissatisfied in this 
yy, and § respect. While not unmindful of the wholesome effects of the 
ve hours § closed bladder after prostatectomy, sisters and house-surgeons 
have come to regard it with no little concern and even appre- 
general § hension because of reactionary bleeding and clots lodging in 
—s the urethral drain, with distressing results. One finishes the 
wy 4 Operation with a gratifying degree of haemostasis, yet a day 
ind was | °F two later one too often meets with disquieting reports of 
ain and | Catheter difficulties, and evidently the staff have been somewhat 
ere was | anxious and harassed. The patient shares in the agitation 
rd and §f instead of resting quietly after his ordeal. For his comfort 
ed and § and safe healing, and for the contentment of the surgical team, 
trangu- § something more is needed in post-operative technique. 
ate: Catheter drainage depends on two factors—paucity of blood 


and plenitude of urine de!ivered by the ureters. Unfortunately. 


owing to the shock of operation and the subnormal intake of 
fluids, the kidney action is all too often in abeyance. Accord- 
ingly I have tackled the problem from this direction. Since we 
cannot rely on adequate repression of bleeding, the logical 
remedy is to compensate for surgical oliguria by artificial 
“ diuresis,” using a rubber tube drip of dilute antiseptic from 
a bedside reservoir. This “third ureter” pleases everyone, 
including the patient, who prefers an automaton to intermittent 
service by nurses punctuating his repose for a day or so after 
operation and sometimes resorting to regrettably forceful 
syringing and sucking to clear his clogged drain. , 

The technique is not intended to cover slackness in surgical 
haemostasis but to confer on residents and nurses a feeling of 
calm confidence instead of anxiety that taxes their energies 
unduly during aftercare. I use the procedure after all three 
operations (Harris, Hey, or Millin), and even after resecto- 
scopy occasionally insert a small suprapubic drain. As “ third 
ureter” I employ a Jacques (No. 4) catheter, the orifice of 
which rests on the base of the bladder. 


METHOD 


A small Lister bougie is introduced (via the bladder-neck in 
Millin’s operation) and pressed up against the dome of the bladder, 
which is incised for the tip to protrude. On this I slide the catheter 
by its open end after having cut off the tip. The sound is with- 
drawn with the catheter into the bladder and then detached.’ A 
stitch tethers the catheter to the skin, and anchorage is reinforced by 
* elastoplast ” to prevent its being dragged out by inadvertent pulls. 
A glass connexion joins the outer end with light rubber tubing, 
which is interrupted by a glass drip on its way to a douche-can 
of irrigating fluid on a stand by the patient’s bedside. The urethral 
catheter (24E) draining the bladder is suspended by a single nylon 


Photograph showing the “ third ureter” on the day after Millin’s 
prostatectomy. 


thread which pierces the bladder and abdominal walls about 1 in. 
(2.5 cm.) from the midline and is tied to a Harris metal rod. The 
outer end of this urethral drain is joined to a rubber tube of about 
the same calibre and not too readily compressible (see Figure), which 
ends a foot from the bottom of the bucket. Irrigation is set going at 
about 50 drops a minute for the first few hours, and the speed 
is adjusted by a screw-clamp to the safe degree of dilution. To 
dispel doubts arising about a clear channel, release the clamp and 
flush through the system. 

The constancy of the irrigation is assured not only by the staff’s 
seeing the issuing drip, but the patient or the nurse, even in the dark, 
can also tell by the friendly sound of the drops. This continues for 
about 48 hours, by which time the water is generally a pale red hue 
or clear. The vital injunction to the nurse is, ‘‘ Never leave the drip 
running in unless there is a corresponding outflow.”” The procedure 
can continue with the patient sitting out of bed, or it may be inter- 
rupted while he moves about. The “third ureter” is removed 
on the third or fourth day. Subsequent leakage is absent or 


negligible. 
A. WiLFrip Apams, M.S. 
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STATE MEDICINE IN THE U.S.A. 


Voluntary Medical Care Insurance in the United States. By 
Franz Goldmann, M.D. (Pp. 228. New York: Columbia 
University Press. London: Geoffrey Cumberlege. 


All the signs point to the early provision of some form of 
national health insurance in the U.S.A. There is a voluminous 
literature on the subject, and Dr. Goldmann has added to it 
a useful objective examination of how far voluntary schemes 
have provided, or failed to provide, medical care for the com- 
munity. Every writer on the topic agrees that the usual system 
of payment per service rendered fails to meet the needs and 
financial capacity of a considerable section of the community. 
The organized medical profession, while admitting this, has 
claimed that the problem would be manageable by a voiuntary 
system of prepayment. 
This book shows that efforts to achieve such a solution have 
been numerous. Some have been sponsored by commercial 
insurance companies, some by combinations of employers and 
_ employees, some by organized groups of doctors. The majority 
of the schemes provide only for hospital cases. At the end 
of 1946 over twenty-four million persons were enrolled in 
hospital service schemes, as against some five million in schemes 
providing home and general treatment. Dr. Goldmann says 
that many practitioners view with apprehension the popularity 
of the hospital schemes, which could, and sometimes do, favour 
practice from as well as in the hospitals. The author comes 
to the conclusion that so far as plans for general medical care 
are concerned “ the lower income groups are not reached to any 
considerable extent,” and that most of these schemes are “ far 
from comprehensive in the benefits they offer.” The difficulty 
with all these projects is that of attracting, and retaining, the 
more favourable risks. In order to remain solvent the sponsors 
must restrict either the freedom to join or the scope of the 
service. The low premiums within the reach of the poorer 
classes yield funds which will not allow of a complete service. 
The author is of opinion that the group practice schemes have 
been the most successful from the point of view of scope of 
service. The objections of the medical profession and others 
to compulsory insurance are stated and. appreciated, but one 
is left with the impression that Dr. Goldmann is driven to 
the conclusion that no complete system of medical care can be 
brought within the reach of a considerable section of the 
population without the help of the State. The question now 
to be debated is, How much help, and in what form ? 


ALFRED Cox. 


MALARIA IN AFRICA 


Malaria. With Spee Reference to the African Forms. B 
W. K. Blackie, M.D., Ph.D., F.R.C.P.Ed.. D.T.M.&H. (Pp. 104. 
Ln 6d.) Capetown: “The African Bookman.” P.O. Box 


Malaria Control by Coastal Swamp Drainage in West Africa. 
A. B. Gilroy, O.B.E., M.B., B.S.(Melb.), D.T.M.&H.(Eng.). 
97; 22 plates. No price.) London: Ross ‘Institute of 
ropical Medicine. 
If in the past Africa has had a reputation for backwardness 
this should not apply to the future. For if Africa could be 
ridded, as now seems possible, of malaria and tsetse fly it 
promises to play in the future a large part in the economic 
affairs of the world. These two small books are indicative of 
the interest now taken in Africa in the control of the first of 
these adverse conditions. Dr. Blackie gives a good short 
description of malaria. It is likely to be useful to the practising 
medical man as providing an up-to-date account of modern 
antimalarial treatment; though the reviewer would have 
thought it better to refer to the intramuscular administration of 
quinine only as a form of treatment that need never now be 
used, since, if intramuscular injection must be given, mepacrine 
is preferable. 
The second work is more unusual. Dr. Gilroy gives an 
account of malaria control operations carried out since 1942 
at Lagos. Lagos is a town originally crowded on to a small 


sandy estuarine island, but with its increasing population ang 
importance it has lately extended on to the only land available 
—low-lying tidal swamp, much of it mangrove. Fortunately 
recent research on malaria under these conditions has been 
helpful, and the study of the mangrove and of the special 
habits of the species of anopheles concerned in transmission 
has given a clear indication of the kind of measures to be 
adopted. The description given of the natural history of the 
different kinds of mangrove, the kinds of swamp they give 
risé to, and the relation of these to the tides and the breeding 
places of anopheles makes interesting reading, as also do the 
very clear accounts of the different operations undertaken. The 
book is enlivened with some clever sketches of operations jn 
progress and with photographs giving the different types of 
swamp and the nature of the engineering work carried out, 


S. R. CHRISTOPHERs, 


PRACTICAL GUIDE TO LEPROSY 


Manual of Leprosy. By Ernest Muir, C.MG., C.1.E., M.D., 
F.R.C.S.Ed. illustrations, several in colour. 
17s. 6d.) Edinburgh : E. and S. Livingstone. 1948. 


This small book has been written for the guidance of doctors, 
nurses, and lay workers who undertake leprosy work. For this 
reason the author discusses mainly clinical features, treatment, 
and the methods of prevention in common use, and devotes little 
space to history, prevalence, and epidemiology. His account of 
the histology and the reaction of the tissues to the infection is 
gocd and illustrated by sections—some in colour—showing the 
tissue changes and the causative bacilli. He has adopted the 
recent South American classification based on_histoJogical 
changes instead of the clinical one of the Cairo Conference. The 
former is the more scientific, but it will prove to be rather 
confusing to the large proportion of field workers who have 
neither time nor facilities for making such examinations. 

The clinical chapters are the most detailed and useful part 
of the book, and they are illustrated by photographs taken by 
the author. He records the treatment that he has long used, 
but omits to mention some preparations that other authorities 
have given with advantage. Dr. Muir advises injections of 
hydnocarpic oil intradermally and into the deeper tissues ; he 
also mentions the use of the ethyl esters, which are generally 
relied on by American workers but are more expensive. He 
differs from some authorities in recommending intermissions 
in the courses of injections. He advises sulphone treatment 
in lepromatous cases and also suggests that it be tried in the 
“uncharacteristic” type with negative lepromin reactions. 
Recent trials of sulphetrone indicate that it is less toxic than 
other forms, but it is still too early to decide on the precise 
value of this new line of treatment. The concluding section 
of the book is a practical account of the methods now in 
general use for the control of leprosy. He advocates com- 
pulsory segregation in endemic areas when accommodation is 
available, and also discusses home isolation. He recommends 
the examination of school-children and gives much good advice. 
This book embodies great practical experience and will be 
of value to those for whom it is intended. 

LEONARD ROGERS. 


ESSAYS IN. PSYCHIATRY 


The Yearbook of Psychoanalysis. Ediied by S. Lorand, M.D., 
and others. Volume 3, 1947. (Pp. 308. £1 10s.) London: 
Imago Publishing Company. 1948. 


The third volume of this series maintains the standards set 
by the first two. It is to be regretted that the publishers 
persist in describing it as a compendium of recent advances 
in the theory and practice of psycho-analysis. Although it 
contains few research contributions of value, it is certainly an 
interesting collection of essays on a wide range of subjects 
from a correlation of the basic ideas common to Freud and 
to Spinoza (Bernard, New York) to such curious matters as 
the charming away of sties by means of barley and wedding- 
ring rituals (Inman, London). Of the clinical papers the most 
outstanding are those by Garma (Buenos Aires) and by 
Jacobson (New York) on various aspects of melancholia and 
on the effect of disappointment on depressive development, 


MAY 
and on 
cepts 
absenc: 
opport 
Alth 
able te 
particu 
interes! 


illustr: 
field’s 
mente 
on an 
Moon 


const 
to the 
of hi: 
conce 


D. 
behavi 
by, at 
Paris). 
for th 
Exce 
articles 
study 
M.D 
plate 
For fe 
deficie 
has te 
paedia 
partici 
and 
natal 
| copiol 
has bi 
a of the 
4 Rea 
on ist 
in the 
| of th 
subste 
the li; 
difficu 
Dr. T 
to reé 
essent 
wheth 
2 
$9.0 
Con 
Dr. § 
4 careet 
New 
and ¢ 
book 
4 by hi 
of th 
cases 
thinki 
the w 
| the a 
ence | 
plann 
other 


RITISH 
AL JOURNA, 
ation ang 
d available 
“ortunately 
has been 
the special 
ANSMission 
IT€s to be 
Ory of the 
they give 
breeding 
Iso do the 
aken. The 
rations in 
_ types of 
ied out. 


OPHERS, 


» M.D. 
colour. 


doctors, 
For this 
reatment, 
otes little 
>count of 
‘ection is 
wing the 
pted the 
tojogical 
nce. The 
e rather 
ho have 
ons. 
ful part 
aken by 
ig used, 
thorities 
ions of 
les ; he 
nerally 
e. He 
lissions 
atment 
in the 
ictions, 
than 
precise 
section 
ow in 
com- 
tion is 
mends 
idvice. 
ill be 


May 1949 


REVIEWS 


811. 


and one by Schonberger (Budapest) on the nightmare syndrome. 
A summary by W. C. Menninger (Topeka) of modern con- 
cepts of war neurosis is notable mainly as demonstrating the 
absence of any significant advances in this field despite the 
opportunities afforded by the second world war. 

Although yearbooks of this sort usually demand consider- 
able technical understanding on the part of the reader, this 
particular issue contains a number of papers of more general 
interest, in particular Ernest Jones’s valedictory address and 
f. D. Adrian’s lecture on the mental and physical origins of 
behaviour. A number of articles on applied psycho-analysis 
by, among others, Wittels (New York), Marie Bonaparte 
Paris), and the late Hanns Sachs provide additional attractions 
for the non-analytical reader. 

Excellent as it is, the volume would have been greatly 
improved by the omission of several rather platitudinous short 
study on the anti-Semitic character. 
EDwarD GLOVER. 


MENTAL DEFICIENCY 
A Textbook of Mental Deficiency (Amentia). By A. F. Tredgold, 
.D., F.R.C.P., F.R.S.Ed. Seventh edition. (Pp. 534; 47 

plates. 30s.) London: Baillitre, Tindall and Cox. 1947. 

For forty years Dr. Tredgold’s scholarly textbook on mental 
deficiency has held a unique position. A medical subject which 
has tended to be neglected in the writings of neurological and 
paediatric specialists receives attention here in a manner 
particularly well adapted to the needs of both clinicians 
and administrators. In the new edition the _ original 
illustrations—many of them wisely chosen from Dr. Brush- 
field's and Dr. Turner’s case photographs—have been supple- 
mented by other excellent pictures. New features include notes 
on amentia due to Rh incompatibility and on the Laurence- 
Moon-Bied! and Rud syndromes, but the discussions on pre- 
natal infections have not been expanded. The author provides 
copious information on legal and administrative problems and 
has brought it up to date by including an account of the effects 
of the Education Act of 1944. 

Readers will be glad to find that the attractive discussions 
on isolation amentia and idiot savants still hold their places 
in the book. The only disappointment is that the classification 
of the clinical varieties of amentia summarized on p. 65 is 
substantially unaltered. The grouping is not easy to justify in 
the light of modern genetical thinking, though it is admittedly 
difficult to find any really logical method of classification. 
Dr. Tredgold’s lucid style of writing makes the book a pleasure 
to read. This is most fortunate in a textbook which it is 
essential for all serious students of the subject to master, 
whether or not they agree with all the views expressed. 

L. S. PENROSE: 


HOSPITAL MANAGEMENT 


On Hospitals. By S. S. Goldwater, M.D. (Pp. 395 ; illustrated. 
$9.00 or 45s.) New York and London: The Macmillan 
Company. 1947 


Dr. S. S. Goldwater, who died in 1942, had a distinguished 
career as a health-service and hospital administrator, having 
been Superintendent and Director of the Mount Sinai Hospital, 
New York, Commissioner of Health of the City of New York, 
and Consultant in Hospital Organizations and Planning. This 
book is a collection of the essays, papers, and reports written 
by him during his long career, together with plans of many 
of the hospitals for which he was responsible. 

He discusses the whole range of hospital management and 
construction, and every word is inspired by his obvious devotion 
to the cause he had at heart. Most of his ideas were far ahead 
of his time, but very few have not now been accepted: those 
concerned with the social aspects of hospital administration are 
cases in point, and most of them are now implicit in all our 
thinking. While many of the essays are lucid expositions of 
the whole philosophy underlying provision of care for the sick, 
the author never loses sight of the material aspects. His influ- 
ence on the development of community health care and on the 
planning of hospitals was probably greater than that of any 
other man of his time. 


ANDREW . TOPPING. 


wtticles and of a longish but very superficial and unilluminating— 


BOOKS RECEIVED 
[Review is not precluded by notice here of books recently received} 


New and Nonofficial Remedies, 1948. (Pp. 800. 21s.) 
London: J. B. Lippincott. 1948. 
Issued by the Council on Pharmacy and Chemistry of the American 


Medical Association. 


Pediatrics and the Emotional Needs of the Child. Edited by 
H. L. Witmer. (Pp. 180. 8s. 6d.) London: Geoffrey Cumberlege. 


1948. 
Papers read at a joint discussion by American paediatricians and 
psychiatrists. 


Bacteria. By A. T. Henrici, M.D. 3rd ed. 


The Biology 


of 
(Pp. 577. 25s.) London: George G. Harrap. 
An introduction to general microbiology. 


The Management of Binocular Imbalance. By E. Krimsky, 
M.D. (Pp. 464. 63s.) London: Henry Kimpton. 1948. 


From the New York Polyclinic Medical School. 


Primary Anatomy. By H. A. Cates, M.B. (Pp. 478. 33s.) 
London: Baillitre, Tindall and Cox. 1948. 


For nurses, physiotherapists, and others of similar interests. 


Psychiatry. By H. C. Beccle, M.B., M.R.C.P., D.P.M. (Pp. 245. 
17s. 6d.) London: Faber and Faber. 1949. 


Theory and practice for nurses and students. 


Surgical Pathology. By P. A. Herbut, M.D. (Pp. 710. 60s.) 
London: Henry Kimpton. 1948. ’ 
A new American work. 


By T. A. Henry, D.Sc. 4th ed. (Pp. 804. 


The Plant Alkaloids. 
1949. 


63s.) London: J. and A. Churchill. 
The new edition is largely rewritten. 


Kayne, Pagel, and O’Shaughnessy’s Pulmonary Tuberculosis. 
Revised by W. Pagel, !.D., and others. 2nd ed. (Pp. 720. 63s.) 
London: Geoffrey Cumberlege. 1948. 


An extensively revised edition. 


The Third Mental Measurements Yearbook. Edited by O. K. 
Buros. (Pp. 1,246. $12.50.) New Brunswick: Rutgers University 


Press. 1949 
A guide to recent work. 


Penicillin and Other Antibiotics. By G. W. S. Andrews, 
M.B., B.S., and J. Miller, B.Sc (Pp. 160. 7s. 6d.) London: 


Todd Publishing Group. 1949. 
A short survey of antibiotics. 


Science in Liberated Europe. 
18s.) London: Pilot Press. 1949 


An account’ of the activities of European scientists before and after 
liberation. 


By J. G. Crowther (Pp. 336. 


Medical and Nursing Dictionary and Encyclopaedia. By 
E. Pearce. 9th ed. (Pp. 723. 17s. 6d.) London: Faber and Faber. 
1949, 


A further edition of the well-known dictionary for nurses. 
Polio and its Problems. By R. H. Berg. (Pp. 174. 18s.) 
London: J. B. Lippincett. 1948. 


A popular account of poliomyelitis. 


Widening Horizons in Medical Education. A Report of the 
Joint Committee of the Associated American Medical Colleges and 
the American Association of Medical Social Workers. (Pp. 228. 
15s.) London: Geoffrey Cumberlege. 1948. 

A study of.the teaching of social and environmental factors in 
icine. : 
The Situation in Biological Science. (Pp. 631. 9s. 6d.) 

London: Collet’s Holdings. 1949. 
Proceedings of the Lenin Academy of Agricultural Sciences ot the 
U.S.S.R., 1948." 
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A NEW TREATMENT FOR RHEUMATOID 
ARTHRITIS 


Rheumatoid arthritis is known to have existed in pre- 
historic times, and the search for a cure has presumably 
continued ever since. In the course of time much infor- 
mation has accumulated about the natural history, patho- 
logy, and the provocative factors of the disease, but since 
the waning of belief in an all-important infective factor 
little certain information exists about its aetiology. In his 
recent Oration before the Heberden Society in London, 
Dr. P. S. Hench! reiterated the known facts and pointed 
out that rheumatoid arthritis has two sharply contrast- 
ing characteristics—that of potential chronicity and that 
of potential reversibility. He divided the causes of 
reversibility into spontaneous, therapeutic, and accidental. 
Spontaneous remissions have always been recognized as a 
possible occurrence even in cases in which the prognosis 
seems hopeless* ; therapeutic remissions can be induced in 
a proportion of cases by means of gold therapy or blood 
transfusion ; whilst accidental remission may frequently 
occur in pregnancy and in jaundice of certain types. 

Consideration of these facts makes it increasingly diffi- 
cult to harmonize the microbic theory of the origin of 
It seems 
more probable that the disease is part of a basal bio- 
chemical disturbance of unknown type which is acciden- 
tally and transiently corrected by some biological change 
common to a number of apparently unrelated condi- 
tions—pregnancy and jaundice being the most notable. 
Hoping to reproduce the beneficial effects of pregnancy, 
physicians have administered fairly large doses af female 
hormones to non-pregnant sufferers from rheumatoid arth- 
ritis, but the results have mostly proved to be disappointing, 
as has the employment of transfusions of blood from 
pregnant women—a form of therapy which was recently 
advocated.* 

Last year workers at the Mayo Clinic put forward the 
conjecture that the anti-rheumatic factor might prove to 
be one of the adrenal hormones. Recent work by Selye* * 
and others on the biochemical changes induced in animals 
exposed to a wide variety of noxious agents has shown 
that the changes vary with the intensity and the duration 
of the stress but are independent of its nature. This has 
been termed the “ general adaptation syndrome,” and has 
been shown to be due to excessive secretion by the anterior 

1 Ann. rheum. Dis., 1949, in the press. 

2 Davidson, L. S. P., in Copeman, W. S. C., Textbook of ine Rheumatic 
Diseases, 1948, Edinb urgh. 

3 Barsi, I., British Medical rats 1947, 2, 252. 


4 J. clin. Endocrinol., 1946. 
5 Ann. intern. Med., 1948, 29, 


, 38, 31 
8 Proc. poy Clin., 1949, 24, 181. 


pituitary gland of corticotropin, which in turn stimulates 
increased adrenocortical secretion. 
of the stress is accompanied by continued hyperactivity of 


the hypophysio-adrenal mechanism, and for a time there §. 


is high resistance to the particular agent used and increased 
susceptibility to all others. Ultimately all resistance breaks 
down when the adaptive energy is exhausted. 


Interest in this syndrome was aroused when Selye ss 


pointed out that it lent itself to a concept of “ adaptation 
diseases.” By various experimental procedures he produced 
in animals changes in the joints and the heart similar to 
those observed in human rheumatism, and concluded that 
“the adrenal cortex may play an important role in the 
pathogenesis of rheumatic and rheumatoid conditions jn 
man.”* Further experiments have shown that the essential 
requirement to enable these and other pathological changes 
to be brought about is an excess of salt-active corticoid 
hormone. This would suggest that during the phase of 
resistance the increased corticoids, which are normally 
beneficial, are capable in certain circumstances of producing 
recognized disease syndromes. Knowlton,’ searching for 
the modifying factors which in most cases presumably pre- 
vent the effect of stress resulting in “ adaptation ” disease, 
suggest that such disease is the result of a dual mechanism— 
the one factor being the non-specific effect of corticoids and 
the other a property specific for the given stress and the 
determinant of the site of the effect. 

In September, 1948, Kendall was able to provide for 
Hench and his colleagues at the Mayo Clinic a supply of 
17-hydroxy-11-dehydrocorticosterone (compound E) for 
clinical trial... This was administered to a female patient, 
aged 29, who had had severe rheumatoid arthritis for 
44 years. She had not responded satisfactorily to any method 
of treatment, and many joints were swollen, stiff, and very 
painful on any movement. Radiographs disclosed severe 
destructive changes in her right hip and less severe lesions in 
other joints. The blood sedimentation rate was 108 mm. 
(Westergren), and the patient’s condition appeared to be 
deteriorating. On Sept. 20, 1948, she could hardly get 
out’ of bed, and on that day intramuscular injections of 
compound E were started in daily doses of 100 mg. No 
change was noted until Sept. 30, when she rolled over 
in bed for the first time with ease and reported much less 
muscular stiffness and pain. On the next morning all 
muscular stiffness had left her, her appetite returned, and 
she was able to walk with only a slight limp. By the 
seventh day of treatment all tenderness and pain on move- 
ment and even swellings were greatly lessened. The next 
day she went out shopping for three hours, returning tired 
but with no stiffness or pain. The progress made by this 
patient was for various reasons not fully maintained, but 
since then a total of 14 other cases have been treated, in 
all of which considerable and rapid improvement has been 
noted. Since January, 1949, compound E acetate, a more 
easily prepared and less expensive product, has been used 
in place of compound E, with equally good results. 

Two female patients with severe rheumatoid arthritis 
were also treated with 100 mg. of pituitary adrenocortico- 
tropic hormone (ACTH) intramuscularly for 12 days. The 
results of metabolic studies on these patients have yet to 
be published, but it is reported that clinical improvement 
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milar to that resulting from the use of compound E 
curred promptly in both. 

The number of patients so far treated by this new method 
is'small. This is due principally to shortage of supplies of 
the hormone ; great efforts have been made to overcome 


this, but the technique of preparation is. difficult, time- 
consuming, and expensive. As a control experiment the 
igjections of compound E were at times, unknown both 
) the patient and the administrator, replaced by an 
inactive solution. When this was done articular and 
muscular symptoms recurred within a few days, and the 
sdimentation rate rose in every case. No serious toxic 
ractions have been noted as the result of administration 
of compound E or its acetate, with the exception of 
transient oedema. Nevertheless much more experience is 
needed before sufficient knowledge will be acquired about 
its efficacy and safety with prolonged administration. 

The effects of related compounds such as dehydro- 
corticosterone (compound A), 17-hydroxycorticosterone 
(ompound F), desoxycorticosterone (DCA), and pituitary 
adrenocorticotropic hormone (ACTH) are being investi- 
gated by Hench and-his colleagues. Some years prior to 
the recent war a small-scale trial of the effect of desoxycorti- 
costerone on rheumatoid arthritis was carried out by the 
Empire Rhéumatism Council in this country, with negative 
results, but, so far as is known, none of the other compounds 
mentioned have yet been applied to the treatment of the 
theumatic group of diseases. 

It would appear from the information so far available 
that a therapeutic discovery of the greatest importance has 
been made. It is of course unfortunate that the amounts 
available of both compound E and of the adrenocortico- 
tropic hormone are so small, and are likely to remain so 
until these substances can be synthesized. However, arrange- 
ments are in hand for a thorough trial in this country when 
supplies are adequate. 


ESSENTIAL HYPERTENSION 

Since -Sir Clifford Allbutt! first recognized 50 years ago 
that arterial hypertension sometimes arises in the absence 
of renal disease research into what is now called essential 
hypertension has gained such impetus, especially during the 
lst decade, that it has become a difficult task for the clini- 
tian to keep in touch with the rapid advances being made, 
and still more difficult for him té correlate their signifi- 
tance. Clamping of the renal arteries in animals seems far 
moved from non-renal hypertension in man, and the 
tecognized influence of heredity is at first glance a para- 
lox, since there is a growing impression, recently referred 
0 in this Journal by Ogilvie,? that hypertension is a stress 
lisease. It is not even clear whether it is a single disease 
a symptom complex. The lectures given by Professor 
2. H. Smirk at the British Postgraduate Medical School 
ind reported elsewhere in this issue of the Journal are 
herefore welcome, since they help to put the many current 
problems = essential lzypertension in clear perspective. 
Frans. Hunterian 1895-96, 38. 


Medical Journal, 1949, 1, 645. 
: Sard of the Renal Circulation, 1947, Oxford. 
J. Med., 1947, 16, 1 
and Nepheitis, 1939, Philadelphia. 


It is generally accepted that the raised blood pressure 
in essential hypertension frequently precedes pathological 
changes in the arterioles, and that sustained hypertension 
causes or accelerates the development of arteriosclerosis. 


‘It follows that renal ischaemia due to vascular changes 


cannot be the initial factor in the production of essential 
hypertension in young subjeets. In later life, however, 
pathological changes in the renal arterioles are always 
present. Essential hypertension arising after the age of 
45 may possibly be secondary to these changes, and it is 
conceivable that the disease in youth is aetiologically dis- 
tinct from that arising after middle age. It is fundamental 
to the understanding of essential hypertension to realize 
that an increase in the blood pressure due to any cause, 
physiological or pathological, may be followed by a further 
increase, this secondary hypertension often persisting after 
ihe primary cause has ceased to operate. The mechanism 
by which the secondary rise in blood pressure is brought 
about is not clearly understood. Arteriosclerotic changes 
in the large vessels are not the cause, for they increase 
only the systolic pressure ; and Volhard’s theory that patho- 
logical narrowing of the arterioles causes increased peri- 
pheral resistance has now been disproved. It is known that 
ischaemic kidneys liberate renin, a pepsin-like enzyme ; this 
is activated by a substrate (pre-angiotonin) found in normal 
serum to form a polypeptide, angiotonin, which causes 
vasoconstriction. Thus any stimulus producing vasocon- 
striction, and therefore renal ischaemia, will lead to angio- 
tonin formation, further vasoconstriction, and an additional 
rise in the blood pressure. 

The stimuli capable of starting this vicious circle may 
be functional rather than pathological, and the possible 
role of the renal shunt demonstrated by Trueta and others* 
is plain. Another important factor is that the enlarged 
arterioles in hypertension respond excessively to vasocon- 
stricting stimuli, so that once medial hypertrophy has taken 
place vasoconstriction is more readily maintained, The 
relative importance of these two factors is difficult to assess, 
but the variable response of different experimental animals 
subjected to the Goldblatt clamp serves as a warning against 
the unreserved acceptance of this mechanism in man. The 
persistence of hypertension after the cessation of the 
primary stimulus is usually attributed to renal arterio- 
sclerosis, which develops during the period of primary 
hypertension. Howeyer, a non-renal mechanism is also 


* possible, as shown by the persistent raised blood pressure 


in rats after bilateral nephrectomy. 
Though the exact nature of these complicated 
mechanisms may not be clear, the implications are 


‘plain: any stimulus producing vasoconstriction will in 


time lead to permanent hypertension, and essential hyper- 
tension may arise either from exposure to excessive stimu- 
lation or from exaggerated vascular response to normal 
stimuli. The basic causes of hypertension are therefore 
to be sought in undue stress or in individual diathesis. The 
hypertensive diathesis can often be demonstrated clinically 
by an abnormal rise in the blood pressure following immer- 
sion of the arm in ice-cold water—subjects showing a posi- 
tive response to this test being more liable to develop 
hypertension than those who respond normally. It.is well 
known that the incidence of essential hypertension is higher 
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in some races than in others, and Platt* has recently shown 
that hypertension is largely a hereditary disease, being 
transmitted as a Mendelian dominant. But stress factors 
are equally important ; for example, African negroes lose 
their immunity to hypertension when living in the environ- 
ment of Western civilization. The link between obesity 
and hypertension is not purely genetic: the obese hyper- 
tensive patient may become thin and normotensive through 
dieting alone—a fact sometimes overlooked in the treat- 
ment of the obese middle-aged patient with hypertension. 
Response of the blood pressure to emotion and mental 
effort varies greatly, but it has been shown that those who 
react to such stimuli with the greatest rises of blood pres- 
sure are more liable than others to develop permanent 
hypertension in later years. : 
Malignant hypertension is regarded by most authorities 
as a form of essential hypertension with a great increase 
of the diastolic pressure and acute arteriolar necrosis, and 
Fishberg® prefers to call it the malignant phase of essential 
hypertension. Professor Smirk does not accept this con- 
cept as proved. He points out that malignant hypertension 
is rare in the province of Otago, New Zealand, and so also 
is chronic glomerulonephritis. He suggests that the two 
diseases may have some aetiological factor in common. 
Whatever may be the outcome of further studies on this 
possible relationship, the suggestion is in keeping with the 
theme of Professor Smirk’s hypothesis : essential hyper- 
tension is not a single disease but a clinical state arising 
as the end-result of numerous primary causes. The cause 
may be physiological, as in environmental or emotional 
stress, or pathological, as in renal and endocrine disorders. 
The disease perhaps arises for different reasons in old age 
and in youth, and it may well be that malignant hyperten- 
sion has a different primary cause. This wider concept of the 
disease should lead to further investigations of the factors 
in everyday life which are responsible for essential hyper- 
tension ranking so high in the diseases of civilization. 


STILBOESTROL THERAPY IN PREGNANCY 


Another contribution to the study of gynaecological and 
obstetrical endocrinology comes from O. W. Smith,'! who 
now describes the results of four years’ clinical and labora- 
tory research on the action of diethylstilboestrol in preg- 
nancy. Having persuaded clinicians in various parts of the 
U.S.A. to join in the work she is in a position to assess the 
value of giving stilboestrol as a routine from the results 
obtained in 632 pregnancies. The theoretical basis of the 
investigation lies in the claim by O. W. Smith and G. V. 
Smith? to have shown that oestrogens increase production 
of progesterone in nonspregnant women by stimulating the 
pituitary and in pregnant women by bringing about better 
“utilization of chorionic gonadotropin.” In this respect 
diethylstilboestrol is held to be superior to the naturally 
occurring oestrogens because its action is not depressed 

1 Amer. J. Obstet. Gynec., 1948, 56, 821. 

2 Smith, O. W., Smith, G. V. S., and Schiller, S., J. clin. Endocrinol., 1941, 1, 461. 

3.J. Obstet. Gynaec. Brit. ., 1938, 45, 932. 

4 Progress in Gynaecology, 1946, p. 262. London. 

1945, 60, 353. 


947, 50, 705. 
Journal, 1948, 2, 851. 


Smith; G. V. S., and Hurwitz, D., Amer. J. Obstet. Gynec. 
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by progesterone already in circulation. O. W. Smith posi 
lated that stilboestrol should be beneficial in pregnancy my 
by virtue of its own oestrogenic properties but by stimu) 
ting the placenta to secrete both oestrogen and progesterone 
She therefore administered stilboestrol in cases of threatened 
and habitual abortion in “ physiological” dosage, calc, 
lated according to the period of gestation. The regu 
were good. Of 127 patients who had had at least tyg 
previous consecutive abortions, 102 (80%) were still preg 
nant after 28 weeks and 98 (77%) bore living babie 
while of 38 women who had had three successive abortion; 
33 produced living children. 

These are higher figures than the rates for spontaneg 
cure calculated by Malpas* and Eastman‘ in similar serj The r 
of cases. Moreover, there was no evidence that the hor hes 1 
mone treatment of threatened and habitual abortio 
increased the incidence of viable malformed fo hich 
Vaux and Rakoff® had previously reported good resuj May, 
with combined oestrogen and progesterone therapy in habi the fi 
tual abortion, as also had White® in pregnant diabetig 
women. These writers regarded their form of treatmen the se 
as substitution therapy, whereas Smith looked upon hen govic 
as stimulative—which should give better results, since thy partic 
secreted hormones are likely to be supplied at a more uni tatus 
form rate and in closer conformity to physiological need 
Many of Smith’s patients received small daily doses oj 
stilboestrol during the cycle of conception in order to 
improve luteal secretion and thereby provide a mor¢ 
thorough preparation of the endometrium for the fertilized 
ovum. This theory might therefore be used to explain thf ..iq 
successful results recently reported jn this Journal by Army 
Christie Brown,’ who treated sterility and abortion wit purpo 
small doses of dienoestrol and progesterone, though iy | 
according to Smith the progesterone is unnecessary. In 19 

Since the Smiths had claimed? that the toxaemias off ».7, 
late pregnancy are invariably preceded by a state of oestro§ 99 g. 
gen and progesterone deficiency, it was natural that the 
should also inquire into the value of stilboestrol in the pref, sac, 
vention of these conditions. They argue that it is unlikely qi. . 
to cure established toxaemia, because by the time signg 4},)) 
appear syncytial degeneration and placental vascular dam 


stimulus. Encouraging results were obtained in the prog gop , 
phylactic treatment of 95 patients, only 18 of whose pre ratien 
vious 197 pregnancies had been normal. Late pregnanc| 
toxaemia and premature labour are relatively common | 
women with essential hypertension, yet in 17 hypertensive 
patients a 42% foetal loss sustained in previous pregnanciej 
was reduced to 12% with this treatment. Again, 11 preg 
nant diabetic women, whose 13 previous pregnancies had 
resulted in only two living babies, produced eight living wery 
children following routine stilboestrol therapy, and non@ 
of them developed toxaemia. Three of the babies weré 
large, which tends to support the statement by Barns* it 
a paper recently published in this Journal that there is no 
apparent connexion between the large size of babies 0! 
diabetic mothers and the presence of hormone imbalance 
or toxaemia in the mother. level: 

The complicated theoretical basis of Smith’s work may§; y,. 
not meet with general acceptance. For instance, there !s 
little evidence as yet to support the idea that the production 
of hormones by the placenta is under endocrine control. 
Again, other workers® have failed to find that a fall imfj,.4;, 
oestrogen and progesterone output invariably precedes the hent 
development of toxaemia. Furthermore Davis and Fugo'’f, 
gave stilboestrol to ten pregnant women and found nof 
increase in pregnanediol excretion, though after the adminis- 
tration of progesterone this was increased. Their casts, 
however, were normal pregnancies, while Smith's original 


again: 
fatier 


increasing its hormone production even under an extri fered 
Penn. med. J., 1 
? British Medical 
8 Ibid., 1949, 1, 51. 
® Taylor, H. C., and Scadron, E. N., Amer. J. Obstet. Gynec., 1939, 37, 963. 
10 Proc. Soc. exp 
11 oO. W., 
1946, 61, 411. 
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work?! was carried out on pregnant diabetic women ; 


_— POs nd their dosage of stilboestrol was considered by Smith 
ty otal to be so excessive that it might depress rather than enhance 


placental function. It could also be argued that the general 
care and close supervision which inevitably accompany 
any special therapeutic trial might in part explain the good 
results. Indeed, all manner of theoretical and practical 
questions arise, but the latter at least might be settled by 
observing the results of giving stilboestrol as a routine 
during pregnancy in further large-scale, carefully controlled 


clinical experiments. 
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GONORRHOEA IN WAR 


The management of gonorrhoea in the second world war 
was very different from that in the first. The sulphon- 
amides, which became available in 1937, and penicillin, 
which was first used in the treatment of gonorrhoea about 
May, 1943, completely changed the outlook. Whereas in 
the first world war enormous numbers of patients lan- 
guished in large hospitals for weeks or even months, in 
the second a few days in hospital was the rule, and many 
Service patients were not even admitted to hospital but, 
particularly in the U.S. Forces, were treated on a “ duty 
satus.” The incidence of complications fell from 28% 
in 1937 to less than 1% in 1944, and after the introduction 
of sulphonamide therapy the proportion of “ carriers ” 
decreased from between 5-20% to negligible figures. The 
progress made in World War II has been described by 
Altshuler,! who explains what lay behind the various orders 
issued for the management of gonorrhoea in the U.S. 
Army. The first of the sulphonamides to be used for this 
purpose was sulphanilamide, and this was succeeded in 
turn by sulphapyridine, sulphathiazole, and sulphadiazine. 
In 1941 the usual course of treatment was 19 g. of sulpha- 
thiazole in nine days, but it soon became apparent that 
20 g. in five days gave better results, being successful in 
something like 75% of cases. When the first course failed 
a second similar one was given after five days, and in 1943 
this second course was increased to 33 g. in five days. 
About this time sulphonamide resistance became a serious 
problem, with increasing numbers of patients failing to 
react. Many hospital beds were blocked, and morale suf- 
fered considerably. Almost the only effective treatment in 
such cases was hyperpyrexia ; this meant maintaining the 
fatient’s rectal temperature at 105.8° F. (41° C.)-106.2° F. 
(41.2°C.) for eight hours—a procedure requiring much 
lAbour and skill, and by no means without risk. 

Early in 1943 penicillin was found to be very effective 
against the gonococcus, and by June in that year 1,600 
fatients had been successfully treated on various dosage 
thedules. At first 10,000 units of penicillin were given 
wery three hours for five doses, and if this failed 10,000 
ihits were injected every hour for ten hours. These 
hedules were modified from time to time. One retained 
for a long period was 100,000 units in 15 hours. Later 
his was increased to 200,000 units, with correspondingly 
arger total doses in cases of relapse. Towards the end 
if 1945 there were indications that the gonococcus was 
leveloping some slight degree of penicillin resistance, and 
twas feared that the sulphonamide experience would be 
peated. However, no well-authenticated case has yet 
een recorded, and most of the supposed cases have been 
lue to faulty technique, insufficient dosage, or relatively 
Ractive preparations of the drug. Relapse and develop- 
Fugo'* Ment of the carrier state both proved to be much less 
und nomen after penicillin than after sulphonamide therapy. 
dminis- Ie order to save the trouble of repeated injections various 
- ods of prolonging the action of penicillin in the body 
original 3 Amer. J. Syph., 1948, 32, 115. 
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by delaying absorption or excretion were investigated. 
Penicillin in peanut oil and beeswax proved effective and 
popular, though the viscidity of the preparation is trouble- 
some ; recently procaine penicillin in oil has come into use. 
With this preparation penicillin in the blood can be main- 
tained at an effective level for 24 hours or so. At room 
temperature the solution will pass easily through an ordi- 
nary intramuscular needle. The use of penicillin made 
practicable the out-patient treatment of Servicemen suffer- 
ing from gonorrhoea, and in the U.S. Forces this became 
the rule in 1945, though in the British Army the patient 
was normally seen by a specialist venereologist and 
“ detained” for 24 to 48 hours—a more economic pro- 
cedure than admission to hospital. Diagnosis in the Ser- 
vices has always presented a problem, ,since the normal 
“ medical inspection room” or other centre to which a 
Service man ordinarily reports sick contains no facilities 
for smear or culture work, and a diagnosis of gonorrhoea 
is never justified (either in the U.S. or British Forces) on 
clinical grounds only. In the male a smear alone is usually 
sufficient, but in the female a culture is frequently neces- 
sary as well, particularly in subacute or chronic cases. 
However, the great majority of Service women suspected 
to be suffering from gonorrhoea were admitted to hospital 
for examination and treatment. 

Criteria of cure were more exacting in the British than 
in the U.S. Forces. In the former three months’ observa- 
tion, with periodical clinical and pathological examinations, 
was the rule for both sexes; in the latter, three weeks’ 
observation for men and three months’ for women were 
considered adequate. One reason for this discrepancy was 
the much freer availability in the American Forces of peni- 
cillin, which was provided for the treatment of gonorrhoea 
in the latter long before similar provision was made for 
the British. The remaining: problem was to determine the 
necessary period of observation in order not to miss a 
concurrently acquired syphilitic infection in patients who 
developed gonorrhoea and were treated with penicillin : 
opinions differ about how long this should be, but most 
authorities consider the period should be four months at 
least, and preferably six, while some put it at twelve. There 
can be no doubt that the treatment of gonorrhoea was 
one of the great medical triumphs of the war. Penicillin 
reduced what was a very serious medical problem to negli- 
gible proportions, and if it did not appreciably reduce the 
incidence of the disease it must have saved many thousands 
of hospital days, and thus much expense and manpower. 


MUSCLE BIOPSY IN RHEUMATOID ARTHRITIS 


The comprehensive term “rheumatism” has long been 
recognized to include a variety of conditions of different 
aetiology, and any unification that may be attempted in 
future must depend on something more than the common 
factor of pains in the limbs. One promising method of 
investigating the rheumatism problem was evolved by 
Curtis and Pollard! in America. They obtained from 
patients with rheumatoid arthritis pieces of skin and 
calf muscle in parts remote from the affected joints ; these 
biopsies showed the presence of small foci of round cells 
of chronic inflammatory type. Two years later Freund and 
his co-workers? demonstrated similar inflammatory nodules 
in the nerve sheaths of patients with rheumatoid arthritis, 
and they followed up this work by confirming the results 
of Curtis and Pollard.* In this country Gibson, Kersley, 


1 Ann. int. Med., 1940, 13, 2265. 
2 Amer. J. Path,, 1942, 18, 865. 

3 Science, 1945, 401, 202. . 
4 "Ann. Rheum. Dis.. 1946, 8, 131. 

5 Ibid., 1948, 7, 132. 
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and Desmarais carried out a series of similar investigations 
and showed that the pathological lesions in muscle were 
of two kinds: (1) pericapillary collections of lymphocytes, 
plasma cells, and sometimes eosinophils, between the muscle 
fibres; and (2) paravascular collections of lymphocytes 
only, associated with sclerotic arterioles in the perimysium. 
They also found similar lesions in the perineurium of the 
radial nerve and in the fat surrounding the synovial 
membrane of the knee-joint. 

More recently the same authors* have ‘examined biopsy 
material obtained, not only from patients with rheumatoid 
arthritis, but also from patients suffering from joint pains 
caused by other conditions, which included non-specific 
polyarthfitis, post-gonorrhoeal arthritis, acute and subacute 
rheumatism, osteoarthritis, spondylitis ankylopoietica, gout, 
and Still’s disease. Fifteen non-rheumatic patients were 
used as controls. The patients with polyarthritis were 
divided into two groups, one with a diagnosis of idiopathic 
rheumatoid arthritis and the other with a diagnosis of non- 
specific infective arthritis. Typical lesions were found in 
the muscles of 34 of the 56 cases in the former group 
(60.7%), but their incidence appeared to have no relation- 
ship to the activity of the disease as estimated by the 
severity of the symptoms, muscle wasting, or the blood 
sedimentation rate. The duration of the patients’ symp- 
toms, however, seemed to be a more closely connected 
factor. Clear-cut negative results were obtained in spondy- 
litis ankylopoietica, rheumatic fever, and post-gonorrhoeal 
arthritis, as well as in the fifteen non-rheumatic controls. 
Out of the seven cases of osteoarthritis and the five cases 
of gout there was only one doubtful muscle lesion in each 
group ; in the four cases of non-specific infective arthritis 
there were changes in muscle and synovial membrane in 
one, and in the synovial membrane only in two ; there was 
a muscle lesion in one of the three cases of Still’s disease 
and a skin lesion in another ; and out of the four cases 
with subacute rheumatism and cardiac involvement a skin 
lesion only was found in one. 

These lesions, therefore, are not specific, but occur 
in a significantly high proportion of cases of rheumatoid 
arthritis, hardly at all in osteoarthritis, and not at all in 
spondylitis ankylopoietica. Kersley and his colleagues 
suggest that muscle biopsy might be used as an aid to 
diagnosis in difficult cases, but since muscle lesions were 
found in less than two out of three of their patients with 
rheumatoid arthritis it is difficult to see what significance 
a negative finding would possess. The value of the work 
lies in its demonstration that rheumatoid arthritis is not 
localized to periarticular tissues but is a disease causing 
widespread pathological changes in mesodermal tissues, of 
which lesions in muscle are only a part. The negative 
results obtained from muscle biopsies in the case of osteo- 
arthritis and spondylitis ankylopoietica suggest that the 
origin of these diseases differs from that of rheumatoid 
arthritis. 


RADIATION AND LYMPHOCYTES 


A method of detecting changes in the blood of persons 
exposed to ionizing radiations has been described by 
Dickie and Hempelmann.' They carried out blood 
examinations on 364 individuals, 195 of whom were either 
exposed to small doses of various kinds of radiation, or 
worked with radioactive material, or were exposed to 
uranium in the form of oxide fumes; the remaining 169 
individuals were not so exposed, and acted as controls. 
Using supravital staining methods, they recorded the 
presence or absence of neutral red granules (Gall’s 
granules) in the lymphocytes, and they were able to 
1J. Lab. clin. Med., 1947, 32, 1045. 


show that in the lymphocytes of the individuals expoy 
to radiation and uranium fumes abnormally large y 

bers of these granules were present before any change; 
the total lymphocyte count occurred. In. order to obj 
satisfactory preparations the authors had to use strong: 
solutions of dyes than are customarily employed, ag 
they found that phase-contrast microscopy was of mut 
assistance in detecting the inclusions, which they belieyy 
to be granular in composition. Analysis of their finding 
also showed that there was a significant reduction in th 
total number of leucocytes in the workers exposed to raj 
ations compared with the individuals in the control group 
If the results of this research are confirmed, a furth 

method of checking the health of workers in they 
dangerous occupations will be available. 


THE TREATMENT OF NOMA 


Noma, or cancrum oris, is fortunately rare in Wester 
Europe, though during the war it was not uncommo 
among those confined in internment camps. It can stil 
be seen in children and occasionally in adults in Africa 
South America, and India, and in the last country it som 
times occurs as a complication of kala azar. Its exac 
aetiology is not known, but the associated infection is du¢ 
to spirochaetes and fusiform bacilli, accompanied by diph 
theroids and streptococci—organisms also present in tropics 
ulcers, ulcerative stomatitis, and Vincent’s angina. If thesd 
organisms are removed the lesions heal. A decrease in the 
numbers of polymorphonuclear leucocytes, such as occu 
in inanition and agranulocytosis, appears to be an essen 
tial precursor of noma. Good results were occasionally 
obtained with local applications of cod-liver oil or with 
sulphonamides,' but in 1944 Findlay, Hill, and Macpherson 
reported the successful treatment with parenteral penicillin 
of two cases of noma in tropical Africa. Confirmation of 
the value of penicillin came from Benhamou and his col 
leagues in North Africa, who successfully treated five cases 
and from Vaizey,t who cured two children and one adul 
in Ethiopia. Among the starving prisoners in Belsen thera 
were several with noma. Dawson’ treated five patients with 
penicillin intramuscularly and sulphonamides and penicillin 
locally. Four were cured, but one did not respond to thi 
treatment. For children 300,000 units of penicillin in thre¢ 
days would appear to be a minimal dose. The results arg 
often quickly apparent, as in the case recently reported b 
Dr. D. Mackay’* in this Journal, in which improvement wa 
obvious within 24 hours. Dana and his colleagues’ used 
penicillin to cure a child who developed noma after being 
treated for syphilis with bismuth. There have been = 
good reports from many parts of the world,*-'* but if 
sometimes happens that although the lesions clear up and 
the toxaemia: decreases the patient may die from the extrem 
inanition which is probably responsible for the onset.0 
noma. Only one failure to respond to penicillin treatment 
has so far been recorded, and it is clear that the mortality 
of noma, previously a very fatal disease, cari be reduced 
to negligible proportions. 


1 La Scala, F., An. paulist. Med. Chirurg., 1945, 0, $23. 
2 Nature, Lond. 198 , 154, 795. 
3 Algérie méd., : 


p. 264. 
4 British Medical 2, 14. 
5 Brit. dent. J., 1945, 79, 151. 
6 British Medical Journal, 1949, 1, 223. 
7 Bull. Mém. Soc. méd. Hép. Paris, 1945, 61, 348. 
A. R., Ann. chir. gyn. 
Sen Gupta, P. Chakra’ 
10 Chaudhuri, K. Cc, Ind 
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Gaz., 1945, 80, 342. 
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als expo In implementing this scheme it is not intended to abolish the 
large nm ISRAEL’S , BEVERIDGE PLAN present status of physicians in private practice. A large _ 
Y Change j HEA CES portion of the country’s medical profession may find employ- 
r to ment in these Government schemes, but the remaining private 
se stronml D° Beveridge Plan of 1942 aroused great interest in Palestine, practitioners will not lack work. 
especially among Jewish Agency leaders. were The Cabinet subcommittee,- headed by Mr. Kanievsky, is 
® ing on the assumption that they would form the nucleus composed of the Directors-General of the Ministries of 
'S Of mui of a Cabinet when Jewish independence was achieved. The Finance and Health and Social Welfare, three specialists whose 
Cy belied Beveridge report was immediately tyanslated into Hebrew by experience during the Mandate and in the government depart- 
cir finding! Mr. I. Kanievsky, an expert on social welfare and administration. ents of other nations should prove valuable. The main 
tion in tig Social insurance in Palestine is exactly as old as it is here. employers’ associations have not yet had time to consider the 
ed to rajjg In 1912, while Lloyd George was initiating national health jan officially and so far have not made their views known. 
trol group insurance in this country, the Histadruth, which is the trade But in view of the fact that such schemes are already in opera- 
a f SPR union confederation embracing most Jewish workers, founded ign in almost all progressive countries it is believed that 
in " Meth its Kupat Cholim or sick fund. The pioneers in this movement opposition to the plan will not be too strong, although some of 
‘ m nsive plan ma remature. 
Palestine was still under Turkish rule; settlers were rare Nie wing J P 
birds distrusted not only by the Arabs but also by the old 
Jewish population in the towns. Such medicine as there was 
in this environment was synonymous with witchcraft, though WOUNDED AND SICK PRISONERS 
probably less honoured. From these beginnings there developed OF WAR 
1 Westen 2 comprehensive health service covering 75% of all Jewish 
incommoyg workers in Palestine, all paying a unified contribution accor- DRAFT RED CROSS CONVENTIONS 
t can ti ding to earning . rg the aegis . the ee A Red Cross draft convention which the diplomatic con- 
in Africa there were established health insurance schemes providing ference referred to last week (p. 768) is studying at 
exact di issi int on e outbrea 
Health services in Palestine, however, suffered from the lack and sick prisoners of war. 
‘b 18 dul of a single co-ordinated system of insurance. Many Jewish Each of these commissions is to be composed of three mem- 
p OY api bodies outside the General Federation of Labour provided faci- ers—two belonging to a neutral country (one of whom is to 
in tropicalf ities that did not always work in harmony with the main organ- be the chairman) and the third to the detaining power. The 
__ If thes ization, and many schemes were still dependent on outside neutral members are to be appointed by the International Com- 
ase in thet charity. The British were themselves developing social services mittee of the Red Cross and approved by the two belligerent 
as occur to include the Arab population, which in Palestine was perhaps powers. If possible, one of the neutrals should be a physician 
an essn§ served better than anywhere in the Middle East. Some Arabs ng the other a surgeon. They are required to be entirely 
casionallyg came within the framework of the Kupat Cholim, especially  jndependent of the warring powers, which must grant them all 
| or wit where Jews and Arabs were employed together. In these cases facilities in discharge of their duties, including a visit to each 
-pherson’ Arab workers received medical care against compulsory pay- prisoner-of-war camp at intervals not exceeding six months. 
penicilia ments by their employers. These mixed medical commissions may either propose repatria- 
Cabinet eubcommites is now, working on daft proposals three months. proposed regulation not inthe existing (1929) 
a oy . A pe eneva Convention for the Wounded and Sick is prisoners 
ne adulf citizens of Israel. Administration will be the responsibility of oF war who, in the opinion of the medical authorities of the 
sen there Ministry of Welfare under detaining power, are manifestly in a serious condition shall be 
ents with f he repatriated without having to be examined by the commission. 
senicilli f Prisoners of war who are to be repatriated direct, according 
d to thi agreement which has been drawn up, include 
bon Israel,” commonly called the Kanievsky Plan, into operation. all wounded prisoners suffering from lesions equivalent at least 
in thre This Flan was first submitted to the Histadruth executive. which 9 the loss of a hand or foot, and all sick and wounded in whom 
sults ard sponsored the research, in May, 1948. It includes the following recovery appears to be unlikely within a year. Prisoners of 
orted by main points : ‘ war eligible for accommodation in a neutral country include 
nent wa |—Free medical aid, including hospital treatment, for all citizens those who have better chances of recovery in such a country 
es’ used of Israel. than in captivity ; those suffering from any form of tubercu- 


2,—Compulsory social insurance for all wage-earners, including 


er being members of the free professions, artisans, etc. 
— This insurance scheme will include medical treatment ; workmen’s 
> but ill compensation ; special allowance for expectant mothers and maternity 


aid ; assistance to invalids ; unemployment insurance ; old age pensions 
and assistance to widows and orphans. According to the original 
plan the scheme will be financed from contributions by employees, 
employers, and the State. These contributions would correspond to 
18%, of the employee’s wages; 5% contributed by the employee, 8% 
by the employer, and 5% by the State. 

Taking into consideration the rapidly changing structure of 
Israel’s population, which is expected to be doubled within the 
next four years, such a plan can be carried out only step by 
step. The general opinion is that the first step would be the 
Provision of free hospital treatment for the whole population. 
At present the available accommodation in Israel’s civilian 
hospitals is only 2 beds per 1,000 population. However, there 
are a number of military hospitals which should soon be at 
the disposal of the Government. In addition, the Government 
ind existing medical organizations are already considering plans 
for the early establishment of many new and modern hospitals, 
‘nd to this “capital investment” it is expected that the Jewish 
Agency, the international Zionist fund-raising organization, will 
, [Make its contribution. 
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- losis and whose treatment in a neutral country is likely to lead 


to recovery or to considerable improvement; those suffering 
from other conditions in which treatment would clearly have 
better results in a neutral country ; those who have undergone 
a nephrectomy as prisoners; cases of osteomyelitis latent or on 
the way to recovery, of diabetes mellitus not requiring insulin, 
and of exanthematic typhus acquired in captivity. Cases of 
captivity neurosis not cured or on the way to complete cure 
after three months in a neutral country are to be repatriated. 
Excluded from accommodation in a neutral country are all cases 
of duly verified mental affections ; prisoners with nervous affec- 
tions, whether organic or functional, considered to be incurable ; 
chronic alcoholics ; and all cases of contagious disease during 
the infective period, with the exception of tuberculosis. 

A list of conditions has been set out in which the decision of 
the mixed medical commission must be based to a great extent 
on records kept by camp physicians and prisoner doctors of the 
same nationality, or on an examination by medical specialists 
of the detaining power. These include chronic asthma and 
bronchitis, chronic cholecystitis, serious chronic diseases of the 
central and peripheral nervous system, and auditory disorders, 
such as total unilateral deafness, if the other ear does not 
discern the spoken word at a distance. of one metre. 
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Marking of Hospital Ships 

Some work:on the visibility of hospital ships has been under- 
taken by the research laboratory of the Admiralty and laid 
before the conference. The present convention states that 
hospital ships shall be painted white and display vermilion red 
‘crosses, three of them, of a height of three metres, on each side 
of the hull, two others in a horizontal position so as to be 
plainly visible from the air, and two more vertically above the 
main deck, one to be seen from astern and the other from 
ahead. During darkness or reduced visibility the crosses on 
each side of the hull are to be floodlit and the crosses on the 
superstructure to be made luminous by means of lamps. There 
are also provisions for an automatic switching mechanism to 
give flashing or alternating illumination. 

The Admiralty experiments suggest that these devices may 
not be the best possible. In daylight, at the range at which a 
ship is first seen, there is no possibility of identifying a vessel 
as a hospital ship. In many cases the range must be halved 
before recognition is possible, and sometimes, as with the white 
hospital ship of the Geneva convention, which is most difficult 
to identify because it can easily be confused with a warship 
painted a light grey, the range must be reduced to one-third or 
one-quarter before identification can be certain, and even then 
the first recognition is not of the painted red cross. The 
proposal is that a hospital ship should be painted black and 
light yellow (or white) on either side of a vertical line drawn at 
the mid-point of the length of the ship, and that the black half 
should carry a yellow or white cross and the yellow or white 
half a black cross. With such a design the unmistakable half- 
and-half pattern first shows itself, and the crosses appear later. 
The object of introducing yellow, with its high reflectivity, is to 
obtain any advantage due to colour. Some complicated experi- 
ments have been carried out on the required dimensions of the 
cross if it is to be seen under varying conditions of meteoro- 
logical visibility. Under some conditions if the cross is to be 
seen at all it would have to be of a height which is usually 
impracticable. The only recommendation on the point which 
can be made is that the cross should be the full height of the 
freeboard of the ship and larger if possible. The most con- 
spicuous cross is one which has a thickness of limb equal to 
one-quarter of its height, and a red cross must be about 10% 
larger than a black cross to give equal ease of recognition under 
the same viewing conditions. 

For visibility of hospital ships at night the Admiralty workers 
advise against floodlighting, and consider that luminous signs 
are preferable. However well floodlighting may be arranged, 
a red cross on a white ground will at a distance, if any atmo- 
spheric haze is present, give a whitish glow with few distin- 
guishing features. The better plan is to use diffusing glass with 
rows of lamps behind it. 


Preparations and Appliances 


EXPULSION OF VACCINE LYMPH FROM CAPILLARY 
TUBES 


A MEDICAL OFFICER OF THE MINISTRY OF HEALTH writes : Anti- 
smallpox vaccine lymph is now put up in capillary tubes which 
are not of uniform size, and the special device that used to 
be sold for expelling the lymph from the tubes is not always 
readily available and is sometimes ineffective. A simple 
alternative is to use a baby’s feeding-bottle teat, the open end 
of which is easily occluded by the thumb. The teat can be 
sterilized by boiling, and the nipple hole is usually about the 
right size to make an airtight joint with a capillary tube. . 
Another method, suggested by Dr. O. H. Bowen, of 
Kingsbury, N.W.9, is to break off both ends of the lymph tube 
and then to insert into one of the open ends the sterilized 
needle of a hypodermic syringe with the plunger pulled out. 
If the junction of tube and needle is surrounded by a small 
sterile pledget of wet cotton-wool to make an airtight joint 
the lymph can be expelled without difficulty by pushing down 
the plunger of the syringe. It is obvious that care must be 
taken to sterilize needle and syringe before they are used for 
other purposes. 


Reports of Societies 


PATHOLOGICAL TESTS IN RHEUMATIC 
DISEASE 


A meeting of the Section of Physical Medicine of the Royal 
Society of Medicine on April 13 was devoted to a discussion 
of the significance of pathological tests in rheumatic disease, 
The president, Dr. L. C. Hitt, was in the chair. 

Dr. D. H. Coxtins discussed the contribution which the 
histologist or cytologist could make to the diagnosis and 
management of the patient who presented himself at the 
rheumatism clinic. Investigations requiring the removal of 
material by aspiration or excision biopsy were not applicable 
in all cases, but where they could be employed usefully direct 
information about the pathological process could often be 
obtained. 

If the fluid in an acutely inflamed joint was withdrawn and 
examined, septic arthritis could be identified by the presence 
of pus and organisms. Traumatic effusions always contained 
either blood or blood pigments. Many investigations had been 
made on the mucin content of synovial effusions. Although 
generally the mucin content and viscosity of an inflammatory 
effusion were low and of an effusion due to osteoarthritis high, 
this examination was of little value in differential diagnosis, 
because it was never known to what extent the bulk of the 
effusion was contributed to by watery transudate. 

Synovial biopsy in cases of suspected tuberculous arthritis 
was a routine procedure. It should be used in all cases of 
arthritis where there was a possibility of tuberculosis, especially 
in monarticular disease. A positive histological diagnosis could 
almost always be made in cases of rheumatoid arthritis when 
the following five features were found together: -hyperplasia 
of the synovial membrane and villi; hyperplasia of the synovial 
lining; massive lymphocytic or plasma-cell infiltration; in- 
flammatory hyperaemia and oedema varying in degree with 
the duration and intensity of the inflammatory process; and 
absence of other specific histological characters. This histo- 
logical diagnosis of rheumatoid arthritis must be considered, 
‘of course, in relation to the clinical features, but he was sure 
that it had prognostic value and probably diagnostic value, even 
in the: monarticular case; but unless the five features were 
clearly recognizable the diagnosis of rheumatoid arthritis was 
not justified. 

Relative Viscosity of Blood Plasma 

Dr. H. J. Gipson confined himself to a discussion of the 
relative viscosity of blood plasma in comparison with other 
empirical tests of rheumatic disease. The estimation of plasma 
protein changes was of value in diagnosis, especially in the 
rheumatic group, and in the objective assessment of activity. 
Such estimations were also important tests of cure. The blood 
sedimentation rate had been the sheet anchor in investigation ; 
it had stood the test of time, and there must be few rheumatism 
clinics in which it was not, used extensively. Its advantages 
were the ease with which it was carried out and the under- 
standing they had of its interpretation. The disadvantage of 
the blood sedimentation test was that it was an indirect estima- 
tion: a plasma abnormality was tested for by the effect on a 
second reagent—namely, the red blood cells. Plasma was/already 
a very complicated physico-chemical system, and when red 
blood cells were added the picture became still more compli- 
cated. If a test could be found which would eliminate the use 
of red cells and would estimate abnormalities in the plasma 
directly, a great advance would be made. A formalin gel test 
and a colloidal gold test had been described. The latter might 
be positive in about 75% of cases of rheumatoid arthritis—a 
strongly positive reaction being found only in about 50%—but 
this test did not correlate well with the blood sedimentation 

--rate, It appeared to estimate a different abnormality, although 
both abnormalities might be the result of the disease. 

The increase of plasma viscosity was an old observation, but 
recent work had revived interest in it. The test was applied 
first in cases of tuberculosis, and a high correlation was found 
between clinical activity and the viscosity zone—a rather narrow 
zone—associated with pleural effusions. It. was found i 
tuberculosis that normal viscosity might be found first in the 
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early stages and later in remissions, and also, rather paradoxic- 
ally, in the terminal stages of the disease. 

This work seemed. to be of interest as proposing a relatively 
simple test which might replace the blood sedimentation rate 
or supplement the information it afforded. It was an estimate 
of the viscosity of plasma relative to distilled water, carried out 
at 20° C. with undiluted oxalated plasma. Dr. Gibson showed 
the results obtained in 365 observations on 286 cases of rheuma- 
toid arthritis, the relative viscosity and the sedimentation index 
being correlated. The activity of the disease was reflected in 
the results with both tests, though detailed correlation was 
difficult to discern. In this series of cases, if the blood sedi- 
mentation rate only was examined, abnormalities shown by 
viscosity readings would have been missed in 13 observations, 
and if the viscosity only had been taken abnormalities shown 
by the blood sedimentation rate would have been missed in 
20 observations. Abnormalities were demonstrated by both 
tests in 94.2% of the observations. There was thus an advan- 
tage in carrying out both tests if the maximum abnormality 
was to be ascertained. The inferences to be drawn from the 
fests were concurrent, and yet the tests were not testing quite 
the same thing. 

Indeed, the value of the viscosity test was that it did not 
appear to be estimating the same abnormality as the blood 
sedimentation rate. The abnormalities were different, or at 
least were different facets of the same plasma abnormality. 
He was not advocating. that the blood sedimentation rate be 
abandoned. There was a place for both tests, especially in 
cases where it was desired to have close supervision and con- 
trol, as, for example, in therapeutic trials. If there were two 
different indices of improvement or deterioration to hand to the 
statistician it was a great advantage. The tests should be 
regarded as complementary. 

Asked whether the cases in which there was a discrepancy 
between the relative viscosity and the sedimentation rate had 
been checked back clinically to exclude the possibility of some 
other infection such as a cold or influenza, Dr. Gibson explained 
that it was not a single observation which was made in these 
cases, it was a follow-through observation, and the discrepancy 
existed throughout. He added that he had avoided mentioning 
individual cases, because in rheumatism “ almost anything can 
be proved by selecting your cases.” 

The brief ensuing discussion, in which Dr. W. S. TEGNER, 


Dr. J. HARKNESS, and Dr. CoKE participated, was mostly con-' 


cerned with the types and use of viscometers and the desirability 
of standardization. 


ULSTER PAEDIATRIC SOCIETY © 


The inaugural meeting of the Ulster Paediatric Society was 
held in the Royal Belfast Hospital for Sick Children on April 5. 
Dr. ROWLAND HiLt was elected chairman, and Dr. W. A. B. 
CAMPBELL honorary secretary. The main business of the meet- 
ing was to draw up the constitution and rules of the Society, 
after which the film ‘“‘ Patent Ductus Arteriosus””’ was shown. 
It is planned to hold at least three clinical meetings in each 
year. 


A meeting of the North of England Obstetrical and Gynaecological 
Society was held in the Jessop Hospital, Sheffield, on March 18, with 
the president, Mr. S. B. Herp, in the chair. Mr. O. V. Jones, of 
Bangor, described a case of hydatidiform mole. The pathological 
findings in this case were discussed by Dr. G. Evans. Dr. C. G. 
Paine described a case of haemolytic disease in a newborn child 
with group A Rh-positive blood, the mother’s blood being group O 
Rh-positive. Mr. P. MaLpas reviewed the gynaecological aspects 
of regional ileitis. 


The Nurses and Midwives Whitley Council announces that it 
has agreed on the following revised rate of remuneration for 
student district nurses: £140 per annum plus emoluments valued 
it £100 per annum, or a living-out allowance of £100 per annum 
for non-resident students. As this is part of the student-nurse settle- 
ment, which came into operation on Sept. 1, 1948, the new rates will 
ipply retrospectively to that date. If in any case an existing student 
Would receive a lower rate of remuneration under these arrangements 
than before, the present rate may be continued on a personal basis. 
The new rate is provisional and may be revised. The rate previously 
paid to student district nurses in training for the certificate of the 
Queen’s Institute of District Nursing was £95 per annum plus 
tmoluments valued at £100 per annum. 


Correspondence | 


An Unfortunate Precedent 


Sir,—The fear of favouritism in respect of the Awards Ccm- 
mittee is probably quite unfounded and, in the case of Lord 
Moran, of course ridiculous. But it seems to me that the ideal 
future composition of such a committee would include a chair- 
man who was not a medical man at all but either an eminent 
jurist used to weighing evidence or a Fellow of the Royal 
Society of accepted standing and experience. The presidents of 
the Royal Colleges should be ex-officio members while in office, 
and the other members of the committee should be elected 
annually, biennially, or as seemed most practicable. This would 
minimize, if not abolish, any fear of favouritism and would 
probably also be acceptable to such people—of whom I happen 
to be one—as believe that the Royal Colleges should be mainly 
concerned with preserving and fostering the educational and 
ethical standards of the profession and not meddle-—gua 
a such questions as salaries, fees, and mileage.— 

am, etc., 


Easton Royal, Wilts. H. H. BASHFoRD. 

Sir,—Your courageous -and pertinent leading article 
(April 23, p. 717) on the above has produced an undignified 
reply from the inner cabal of the Royal College. The eight 
signatories of this reply not unnaturally regard themselves as 
the henchmen or bodyguard of their President; but in their 
haste to express their sharp resentment of your free criticism 
they expose the weakness of the regulations by virtue of which 
they hold office. And it is to these weaknesses that I wish to 
address myself rather than to the question whether you had 
not expressed simply and clearly what so many of us have 
felt and thought. ; 

I wonder if the general body of practitioners, including th 
large number of Members, realize how the R.C.P. is actually 
governed in practice, or how much of their professional life 
is affected by the senior Royal College. Put as briefly as 
possible, it is as follows. In theory the whole body of Fellows 
rule and govern the College. In practice they do nothing of 
the kind. So archaic are some of their procedures that even to 
the present day the assembled Fellows at the meeting of the 
Comitia for the election of a President are solemnly presented 
each with a half-crown. By all means revere and venerate 
long-established custom when no harm is done thereby. But 
this ancient custom is merely a reminder of the time when the 
College of Physicians was essentially the College of the 
Physicians of London and attendance by the great majority 
could be expected. 

It is still the rule that those actually present and voting 
are the only Fellows who can elect the President. But to-day 
Fellows of the highest repute and learning live and direct the 
studies of rising generations in parts of the world not even 
discovered when the charter of the Royal College was granted. 
These have no say or place in framing the policy of the College, 
nor have they even a representative committee, and still less 
nominees to the Council of the College. Are these exponents 
and judges of good medicine to be excluded merely because 
some rule was laid down before their country was known to 
exist ? 

From this one defect comes the majority of all the other 
defects in the College constitution. Once the President is re- 
elected the cabal reassumes its hold on all policy; and by 
diffusing an atmosphere of “Touch not established custom ” 
subsequent meetings of the Fellows in Comitia all too often 
become formal and routine acceptance of the Council’s recom- 
mendations. It is true that printed agenda are circulated to 
every Fellow containing the recommendations of the Council, 
and that these recommendations are technically open to dis- 
cussion. But to question these instantly produces a sense of 
trespassing on strictly preserved coverts and using time tha’ 
will produce. no change. ~ 

What is the 6bvious.result of such an atmosphere ? It is and — 
must be that unless a Fellow is. persona grata to the inner 
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council, however good a counsellor he may be, or however 
anxious to give his best to the College, there is no probationary 
forum where he could be welcomed and tried out, and so he 
will probably remain outside. It is equally obvious that the 
whole body of Fellows scattered all over the world cannot 
run the day-to-day business of the College. But there is much 
room between the two extremes for moderate and sensible 


-development without offence to our ancient foundation. In 


this gap there is ample space to make the rules of the College 
more consistent with twentieth-century methods of true 
democratic govegament. 

To introduce changes that would bring the knowledge and 
advice of a wider circle of Fellows into the policies and 
development of §he Royal College would find an immediate 
response from many who now realize that they have no means 
of contributing to these matters and are, therefore, irregular 
in their attendance at Comitias. The College would then 
rapidly become the deeply loved and respected head of all that 
is best in true world medicine. I feel that it is only dormant 
and waiting to be led back into its true path. Had this been 
the trend of the last nine years instead of efforts to entrench 
the established rules and to combine local and parochial 
medico-politics with the high office of President to which 
your article refers, then there would have been no occasion for 
your leading article. The joint position of P.R.C.P. and 
Chairman of the Awards Committee would have -been 
unthinkable. 

There are many other matters besides those that 1 have 
raised, such as conditions for the membership examination, that 
have long called for readjustment to the changed conditions of 
medicine. 

The recent meeting of the Prime Ministers of the Common- 
wealth and the nature and result of their deliberations give 
true point to my argument.—I am, etc., 


London, W.1. C. B. HEALD. 


Sir,—The reply (April 30, p. 774) provoked by your leading 
article (April 23, p. 717) on the above subject and published 
over the stgnatures of the censors and other officials of the 
Royal College of Physicians will doubtless provoke much 
correspondence. May I, as a surgeon with no personal interest 
in merit awards, say that I believe you, Sir, in your article to 
have voiced the real views of the consultants and specialists 
in the country ? 

It is quite obvious to me that the gentlemen who have written 
the reply are, like too many distinguished members of the 
profession, completely out of touch with the realities of the 


‘situation that faces us and with the opinions of the rank and 


file of specialists. ‘*The sympathetic attitude of the Minister 
of Health ’—the expression is almost humorous, if the situation 
were not so serious. “ Terms of service which are considered 
by most consultants and specialists to be just and generous ”"— 
when the truth is that most consultants and specialists are 
seriously perturbed and gravely dissatisfied with those terms, 
when they are examined intelligently. 

Like some of the signatories, I am getting on in years, but I 


am- not yet in my dotage and I do go to meetings and listen to. 


the Views of my younger colleagues. Whilst I appreciate the 
loyalty which rallied these gentlemen to the defence of their 
President, I tremble for the future of my profession when those 
who should be among its leaders are obviously so gravely mis- 
led as to the facts which fage ys and as to the feelings of their 
colleagues. I would beg them all to read, mark, learn, and 
inwardly digest. your leading article at p. 762 of the Journal 
of April 30. Surely that will open their eyes a little.—I am, etc., 
Southport. R. R. M. Porter. 


Sin,—If the fears expressed in your leading article (April 
23, p. 717) and “ Young Specialist’s ” letter (April 30, p. 774) 
are well founded the moral condition of our profession is such 
that the particular composition of an Awards Committee seems 
of small importance. The picture of the President on the one 
hand dispensing “awards for the boys,” and a group of 
aspiring young specialists on the other silently stifling their 
valuable criticism or warm-hearted admiration with a weather 
eye on the awards barometer, should certainly cause concern ; 


though I suspect the reaction may generally be a rather more 
light-hearted one. 

I do not share your pessimism, but fear that arguments of 
this sort if taken seriously may encourage faction at a time 
when harmonious unity for the main purposes of our profes- 
sion is more important than it has ever been.—I am, etc., 


Oxford. C. W. M. Wurty. 


The Intervertebral Disk 


Sir,—Mr. Michael Kelly misquotes me in his letter (April 23, 
p. 725) on the subject of the intervertebral disk. In the 
Mackenzie Lecture, an abridged edition of which was published 
in the Journal of Feb. 12 (p. 255), I did not say that “ when 
a stooping man begins to extend his spine the posterior margin 
of the disk is compressed... .” This would imply that this 
condition invariably happened. In fact, it is only in excep- 
tional circumstances, as I was at pains to prove, that this 
circumstance does arise.—I am, etc., 


London, W.1. E. Grirritus. 


Use of the Term “ Coliform ” 


Sirn,—The term “coliform” has for some time had an 
obscure meaning and it has become increasingly clear that a 
definition is desirable. Those interested in medical and veterin- 
ary bacteriology have used it to embrace only the morpho- 
logical characters of many species, not of Bacterium coli alone 
but of the dysentery bacteria, the salmonella, and other Gram- 
negative rods similar to Bacterium coli. On the other hand, 
the term “coliform” is restricted by many water and dairy 
bacteriologists to those organisms which are not only morpho- 
logically similar to Bacterium coli but which resemble it in 
its cultural and biochemical characteristics ; some have even 
regarded it as being synonymous with Bacterium coli of faecal 
origin. 

Because of this confusion, and also because there is now a 
closer liaison between all those who study bacteria from what- 
ever aspect, a committee of nine, representing this variety of 
interests, was’ appointed by the Society for General Micro- 
biology and by the Society for Applied Bacteriology. This 
committee met on several occasions and discussed the matter 
from wide angles, and the relevant portion of their report 
is quoted below. 

1. The term “coliform” means “like Bacterium coli,” or 
“ coli-like.” 

2. “Coliform ” is an adjective and as such has no generic or 
ecological significance. 

3. It is proposed that the term “coliform” should refer to 
Gram-negative rods resembling Bacterium coli in morphology 
and staining reactions but not necessarily in cultural and bio- 
chemical characteristics. 

4. It is hoped that the widest publicity will be given to this 
definition to prevent the term being employed to define different 
specific types by different workers, or to restrict the term to 
particular branches of bacteriology. 

The committee are convinced that the proposed definition is 
the only one satisfactory to all interests in bacteriology and 
are opposed to any definition based on ecology or biochemical 
reactions. They hope that bacteriologists in general will under- 
stand and agree upon the meaning of the term “coliform.” 
Existing systems allow for classification of organisms grouped 
under the wide term now proposed.—We are, etc., 

REGINALD LOVELL. 


(Society for General Microbiology) 
Royal Veterinary College, London, N.W.1. 


C. B. TaYLor, 
(Society for Applied Bacteriology) 
Butterwick Research Laboratories, 

Welwyn, Herts. 


Needle Biopsy of the Liver 


Sir,—In his excellent paper on liver biopsy Dr. Richard 
Terry (April 16, p. 657) recommends local anaesthesia, and this 
seems to be the usual practice. However, it is worth considering 
whether this procedure is not better done under thiopentone 
anaesthesia. During the war years overseas, when mysterious 
diseases with enlargement of the liver were so common, it 
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was sometimes desirable to examine material by biopsy of 
liver, spleen, gland, or marrow before a diagnosis (e.g., of 
kala azar) could be determined. These procedures are all 
rather unpleasant, and tend to be associated in some measure 
with anxiety to patient and doctor alike. It was found that, 
if needs be, even three to four such procedures could be 
safely and expeditiously carried out by a team of workers 
using thiopentone anaesthesia. 

There are several advantages : anxiety, pain, or discomfort 
are eliminated, and the operator is free to concentrate on the 
various manceuvres without worrying about the patient’s feel- 
ings. This added confidence also means a surer thrust, and 
if by any chance no tissue is obtained the puncture can be 
immediately repeated. Safety is increased, because absence 
of movement of the patient and his liver can be assured if 
the sole duty of one member of the team is to press firmly 
upwards from below the right costal margin, so that the liver 
is held fast against the diaphragm. The patient is always 
grouped first, and vitamin K is given no matter what the pro- 
thrombin time. Very firm pressure over the site of puncture 
is maintained for a few minutes as a precaution. 

There has been only one untoward incident, and that not 
directly related to the biopsy. During the early phase of the 
anaesthetic, when the patient was apparently semi-conscious, 
he sudderly swung left and dealt the anaesthetist a shrewd 
blow amidships which crippled him, and then knocked the 
needle cut of my waiting hand with his elbow. An able 
assistant restored the situation by reinserting the thiopentone 
needle into the vein whilst the biopsy needle, was bowed, up 
again. Liver tissue; was then obtained without difficulty. 

In this country liver biopsy alone is usually all that is 
required ; but, if at all likely to be necessary, sternal puncture, 
for example, may conveniently be carried out at the same time 
under the same anaesthetic. Many will testify to the satis- 
factoriness of this technique, which has been used consistently 
over the past five years.—I am, etc., 


Edinburgh. R. W. D. TuRNer. 


Herpes Zoster Recurring in a Baby 
Sir—The following case is reported, as it appears to be 
unusual. 


The mother of a baby who was born on April 17, 1948, developed 
varicella when four months pregnant; she caught this from her 
daughter, who was attending day school. There were no complica- 
tions. The gestation was otherwise normal. The child was delivered 
at full term—a spontaneous breech. She was breast fed for seven 
weeks and then given modified cow’s milk four-hourly. 

On June 7, 1948, the child developed a rash on the left side of the 
chest and back. This I first saw on the following day, when I found 
a typical herpes zoster with a distribution over the left scapular 
region, the left lateral chest wall, and the left breast. The lesions were 
kept dry, and cleared up spontaneously in about 14 days, leaving 
no scars. During the illness the feeding was changed to National 
dried milk, on which the child thrived. 

On Dec. 29, 1948, the mother noticed a similar rash on the right 
scapular region. I saw the child the following day and found a 
similar typical herpes zoster rash distributed over the right scapular 
region, the right axilla, the right inner arm, and the left forearm 
and inner side of the wrist. Over the scapula the lesions were few 
and discrete, but the axilla and arm were covered with confluent 
patches of vesicles which faded out towards the ulnar border of the 
hand. At no time did I find any constitutional disturbance: there 
was no raised temperature, no anorexia, no loss of sleep, no apparent 
pain. The baby remained just as active as ever. 

Vaccination was performed in August, 1948—i.e., about 8 weeks 
after the beginning of the first attack of shingles., There haye been 
no sequelae. 


.—I am, etc., 


London, N.19. C. H. JOHNSON. 


Diparcol in Parkinsonism 


Sirn,—The article by Dr. R. S. Duff (April 9, p. 613) has 
been of great interest to me, as I too have been using the drug 
for some considerable time. After reading the paper by 
Sigwald, Bovet, and Dumont’ I sent for the original French 
drug “ novocainique ” (2987 R.P.), and have since been able 
0 continue the treatment for over a year now by the courtesy 


of the manufacturers of “diparcol” (the corresponding pre- 
paration), who kept me supplied until the drug -was. put on the 
market. 

My experience, I must admit, consists of one case only, but 
as it is at great variance to that of Dr. Duff, and the result 
seems to have been more favourable, I feel I should put my 
own observations on record. 

My patient was not a case of post-encephalitic Parkinsonism, 
but of Parkinson’s disease proper (paralysis agitans). Like 
Dr. Duff, I started with a small amount, but then, according to 
the suggestion of Sigwald and Bovet, I gradually increased the 
dosage until the limit of tolerance was reached, which in this 
case I found to be 3 g. daily (12 tablets of 0.25 g.). Above 
that dosage the patient became very giddy, whereas a dosage 
below that amount increased the tremor. As advocated by 
the French authors, I also gave the patient tab. amphetamine 
sulphate, 5 mg., one tablet before breakfast and one before 
lunch. Further, I gave a sleeping-tablet at night, and like 
Dr. Duff continued for a while with the alkaloids. The results 
have been most striking. The tremor has disappeared for 
periods of one or two hours at a time—amounting to a total 
of about 12 hours per day—and was much reduced in severity. 

The patient is a woman aged 64 who has been suffering from 
Parkinson’s disease for about 11 years. It started with an accident, 
when her hand was caught in a wringer. The symptoms were aggra- 
vated during an air raid and two years later by an accident to her 
husband. At the time treatment was started she was quite helpless, 
could not walk, and. was: trembling. all day. -She. was. in, a state 
of persistent stupor, did not take any notice of her surroundings, and 
was unable to remember anything. She had to bé carried: from’ her 
bedroom downstairs. Now, apart from the considerable reduction in 
her trémor, she is able to walk about, walk up and down stairs, wash 
up, set the table, cook a little, change her shoes, read a little, and 
even knit. She is very bright, and can take full part in everyday life. 


In conclusion I wish to point out that, apart from the cases 
of post-encephalitic Parkinsonism, the drug appears also to be 
applicable in cases of Parkinson’s disease. The maximum 
dosage should be assessed individually by very gradual increases 
or decreases. It can be much higher than 1 g. (given as 
maximum dose by Dr. Duff), as proved in my case, where the 
optimum dose was 3 g. Drowsiness, cramp, and depression in 
the initial stages seem to be controlled by the addition of 
amphetamine sulphate, which is well tolerated by patients with 
Parkinson’s disease. Indeed, these side effects seem to be 
more pronounced with the smaller dosage, and disappear as the 
amount of diparcol is being increased.—I am, etc., 

Spennymoor, Co. Durham. E. BRAUER. 
REFERENCE 
1 Rev. neurol., 1946, 78, 581. 


Vertigo and Influenza 


Sir,—Dr. A. H. Gregson (April 16, p. 683) mentions vertigo 
as a symptom in some cases of influenza. In the last few 
weeks I have seen four patients in whom severe vertigo was 
the presenting symptom, and in two of them the only symptom. 
Whether they were cases of influenza I cannot say, but at 
the time I regarded them as cases of acute influenzal 
labyrinthitis. 


The first case will serve as typical of the others. He was a man of 
70, who came staggering into the surgery as though drunk. He had 
been perfectly fit the night before on going to bed, but was woken 
up in the night by violent giddiness. The furniture appeared to be 
going round from right to left, and when he tried to walk he always 
fell towards the left side. He vomited and retched the whole night. 
He had slight nystagmus on looking to the right, but no other 
abnormalities in the C.N.S. On inquiry, he admitted to a fairly 
severe lumbosacral backache and a frontal headache, but had no 
other influenzal symptoms. Temperature and pulse were normal. 
The vertigo gradually wore off after some three days, and for a 
further week he got short attacks if he turned his head suddenly. His 
wife and daughter went down with typical influenza five days later. 
It will be seen that the evidence for this being a case of influenzal 
labyrinthitis rests only on the presence of the concomitant head- 
ache and backache, and the fact, which incidentally I prophesied, 
that other cases of influenza followed in this household. 

The other three cases were similar. In all the onset w-s 
unexpected ; one moment the patient was perfectly well, the next 
moment he would be hanging on to the furniture to keep upright. 
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The experience was apparently very alarming. Three of the patients 
were elderly, and two of them said afterwards that they had thought 
they were going to die. The fourth was a child of 3, and her 
mother said that she was terrified during the attack. Three of the four 
had severe vomiting, and all were very consistent in describing objects 
as rotating about a vertical axis, and always in the same direction. 
All tended to fall towards the side to which objects seemed to rotate. 
After the acute attack, which lasted one to three days, all tended 
to get minor recurrences on rapid rotation of the head. Two had 
nystagmus on looking ‘away from the side to which they tended to 
fall. Subjectively, none complained of deafness. Objectively, one 
had been stone deaf for years, and two others showed differences in 
auditory acuity between their two ears, but in view of their ages this 
was of doubtful significance. The child was not tested. Three of the 
four occurred in influenzal households, but two of them had no 
concomitant influenzal symptoms. 

In any household in which some members have influenza it 
is a common occurrence for others to develop either a lumbo- 
sacral backache, frontal headache, muscle pains, or giddiness. 
If one assumes that these are abortive cases of influenza it 
seems reasonable to suppose that severe vertigo may also occur 
as the sole manifestation of influenza.—I am, etc., 


Great Dunmow, Essex. PETER A. WALFORD. 


Marriage Neurosis 


Sirn,—Dr. R. Macdonald Ladell (April 9, p. 635) revives 
the old controversy of E.C.T. versus psychotherapy. There 
are, I fear, many wrong assumptions in Dr. Ladell’s communi- 
cation. In the first place he appears to suggest that if a 
psychic stress can be unearthed there is no place for E.C.T. 
This is really a dangerous doctrine. . 

Those of us who use E.C.T. daily are often only too well 
aware of stresses which have at least helped to produce, say, 
an anxiety state or a condition of involutional melancholia. 
Often the patients themselves are only too conscious of these 
stresses. (A few days ago I saw two sisters who had both 
displayed anxiety symptoms from the death of their mother 
one and a half years ago. Both, I feel sure, will rapidly clear 
up with E.C.T.) To withhold E.C.T. in such cases could result 
in much unwarrantable suffering on the part of the patients, 
not to speak of risks of disaster—e.g., suicide. 

E.C.T. intelligently applied, with, whenever possible, the 
patient’s co-operation and after a careful physical and psycho- 
logical examination, is one of the great boons of modern 
psychiatry. It can cut short all varieties of anxiety and depres- 
sion, and in many cases the patient is more efficient mentally 
after its use than almost at any time in his life. (Old, unnoticed, 
mild states of depression and apprehension which may have 
existed for years before the acute breakdown are usually also 
swept away.) It can be used in extreme old age, and is usually 
a life-saver in delirious cases, which may be almost moribund 
on admission. Therefore, because some may use this treat- 
ment unintelligently, I would deprecate Dr. Ladell’s suggestion 
that “ the advocates of E.C.T. made no attempt to understand 
the cases and thus were turning their backs on all we have 
learned about the origins and meaning of neurosis during the 
last fifty years.”—I am, etc., ‘ 

Armagh, N. Ireland. ROBERT THOMPSON. 


Treatment of Varicose Veins 


Sir—In his letter on the treatment of varicose veins 
(March 19, p. 500) Dr. H. M. Hanschell sets forth his experi- 
ences and disappointments with sclerosing agents. He (and 
others). describes how recanalization of veins takes place 
in a high percentage of cases following their apparent oblitera- 
tion by this method. He goes on to describe an operation 
which in his hands, over a large series of cases, has given 
excellent results. 

This most interesting letter was answered by Mr. R. Rowden 
Foote (April 9, p. 635), who, although obviously disagreeing 
with Dr. Hanschell, fails to put forward any evidence refuting 
Dr. Hanschell’s argument against the use of sclerosing sub- 
stances, and who instead devotes the major part of his letter 
to the irrelevancy of ulcer, which Dr. Hanschell never men- 
tioned. He ignores the real point at issue, which is whether 
or not the injection of sclerosants is justifiable, in view of the 
high recurrence rate as compared with the very much better 


results following ligation or extirpation by the method which 
Dr. Hanschell advocates. of | 


In Mr. Rowden Foote’s book on this subject it is stated for 
that 85% of varicose veins treated by sclerosing injections had plac 
recurred, and furthermore he accepts figures which show that 2. 


these recurrences are for the most part due to recanalization 
of the thrombosed veins. It seems reasonable, therefore, tg 
assume that by removing a varicose vein entirely any recurrence 
can be due only to the formation of new varices in the super- . 
ficial venous system—an event which is responsible for only 
15-25% of recurrences and eliminates the large group of § . 
recurrences due to recanalization. in th 
Dr. Hanschell has described a reasonable operative technique ” 
which in his hands has given splendid results, but Mr. Rowden & - tl 
Foote has scorned it on the grounds that this treatment has ie 
a long history of failures. Granted the principle of the opera- op 
tion may be associated with lack of success when older opera- a. 
tive methods are used, but judging from Dr. Hanschell’s results t 
it would appear that his method has overcome most of the 9; n 
disadvantages associated with other operations designed to 
eradicate this condition and at least is worthy of more con- h 
sideration than has been accorded to it by Mr. Rowden Foote. ee 
Finally, may I draw attention to the virtues of the operation, soti 
which in the past few months I have carried out a number of 
times ? The operation itself is simple, the patient suffers very 
little pain and the minimum of inconvenience, and the cosmetic 
results are good. Thus far have I satisfied myself that Dr. 
Hanschell’s claims for this method of treatment are well (Feb 
founded. What percentage of my own cases will recur I cannot : 
know until I have followed them up for some years, but if my P. 
results are as good as Dr. Hanschell’s I shall be satisfied that 
sclerosants have indeed a limited place in the treatment of this 
condition; and this has already become more than a mere 
suspicion, following some years’ experience of injection therapy This j 


in treating varicose veins.—I am, etc., nd i 
Dublin. NORMAN RUTHERFORD. § exten, 
diseas 

Pressure Cooking and tl 

Sir,—The paper by Miss Gweneth M. Chappell and Missi There 
Audrey M. Hamilton (April 2, p. 574) and your annotation %® 1 
(p. 582) on the effect of pressure cooking on vitamins are of Ubse< 
topical interest, but consider only one aspect of pressure cook- Unf 
ing. Some years ago Dr. P. Kouchakoff described experiments wg 


he had undertaken to determine the relationship between 
cooked food and post-prandial leucocytosis (Lancet, 1937, 1, New | 
425). He was able to prove by a large number of tests thatg - 
post-prandial leucocytosis occurs only after the ingestion of 
cooked food, but not after the same food consumed raw, and 
that in order to produce a post-prandial leucocytosis the food 
has to be heated above 83°-87° C., according to the kind o/ 
food. 
Kouchakoff therefore assumed that heating of food above Mr. 
the critical temperature of 83°-87° C. produces toxic substancesy Who pe 
in the food and that the leucocytosis is a defensive reaction 
against these toxins. Furthermore, he found that no leucocytosii indicat 
occurs when raw food is consumed simultaneously with thio. «1. 
cooked food, as, for example, when eating a raw salad willl when 
cooked meat. But when the food has been heated abovl He alsc 
100° C., as in the case of canned food or of pressure cookingy (36.9° ¢ 
no amount of added raw food is capable of preventing th@ ture va 
post-prandial leucocytosis. If Dr. Kouchakoff’s main thesis i 
right, then routine pressure cooking should be condemned, ev 
though it does not destroy the various vitamins. 

I know that a number of physiologists deny the existenc¢ 
of a post-prandial leucocytosis, but this is perhaps because I! 
their tests they failed to differentiate between raw and cooke 
food.—I am, etc., 


St. Peter Port, Guernsey. 


Handling of Corned Beef 


Sm,—I have been appalled at the way tinned corned beef, 
used to make up the meat ration, is served to the public. Thé 
procedure in the majority of butchers’ shops is to open a larg 
tin of corned beef and place the-contents.on a wooden cutting 
board. The same knife used for cutting uncooked sausages 
uncooked beef, uncooked mutton, uncooked pork, and 


A. ORLEY. 
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d which sausage meat is used, without any attempt at cleaning it, e 

e ie slices of corned beef. The corned beef is then Obituary 
stated placed on the weighing-mathine plate, which quite normally — 
ions had § in a butcher’s shop is covered with blood. The corned beef 
10W that § is next, in some cases, wrapped in a small piece of grease- 
alization proof paper and placed on top of the raw meat, but in other 
“fore, to § cases it is placed in direct contact with the raw meat. 


The recent Ministry of Food Circular MF5/48, “‘ Cysticercus 


© super- § in Meat,” is in my opinion of minor importance compared 

for only § with the procedure stated above. Most, if not all, raw meat 

roup of § is this country is cooked before consumption by human beings, 
: but cooked corned beef supplied to make up the meat ration 

echnique snot usually recooked. If parasitic worms or cysts are present 

Rowden § in the meat, offal, sausage, etc., and evade the meat inspector 

nent has § guring inspection, they will be transferred to the corned beef 

© Opera- § wy knives, by butchers’ hands, by the scales, and by contact 

‘T Opera- § with the raw meat. In 1941 it was proved after the outbreak 

S results § of trichiniasis in Wolverhampton that this disease was endemic 

t of the J i) the Black Country.. I consider that the Ministry of Food 

igned to § and the Ministry of Health should give careful consideration 

Ore COn- § t) the serving of cooked corned beef.—I am, etc., 

n Foote. 

peration, Solihull, Warwickshire. TAN McLACHLAN. 
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cosmetic Dystocia after Amputation of Cervix 

pe he Sir,—With reference to Dr. Robert S. C. Fergusson’s letter 


(Feb. 5, p. 241) and Mr. Walter Calvert’s memorandum (Jan. 8, 
p. 58), I believe that the extensive scarification of the cervix 
rsulting from trachelorrhaphies, and even amputations, done 
so often for chronic endocervicitis associated with milder 
degrees of lacerations, can be avoided by resort to the opera- 
tion known here as the Sturmdorf procedure or tracheloplasty. 
This is fully described in American textbooks on gynaecology, 
and involves the cutting out of a conical segment of the cervix, 
extending if necessary to the level of the internal os. The 
diseased and infected tissues are thus effectually eliminated 
and the greater portion of the circular muscular fibres retained. 
There is little or no scar tissue left to impede adequate dilata- 
tion in subsequent pregnancies. I have delivered many women 
subsequent to this operation without difficulty. 

Unfortunately the operation is not well known abroad, but 
may be recommended in appropriate cases as a way to avoid 
the dystocia described by your correspondents.—I am, etc., 


New York, N.Y, Geo. W. KosMak. 
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> kind of 
‘ Temperature Recording 

Mr. H. J. Rayner (London, W.1) writes: As one of the students 
who performed some of the experiments summarized by Professor 
Samson Wright (April 9, p. 610) perhaps I might suggest that the 
common practice in recording temperatures is not so misleading as he 
indicates. He points out that a thermometer inscribed ‘‘ half-minute ” 
or “two minutes ” will not accurately record the blood temperature 
when kept in the mouth (or axilla or groin) for the time indicated. 
He also suggests that it is undesirable to have a mark at 98.4° F. 
(36.9° C.) on clinical thermometers, because the ‘* normal ” tempera- 
ture varies greatly with individuals and with external conditions. 
The experiments performed do certainly show this to be true, but as 
regards the clinical assessment of an abnormal temperature they may 
not be of great importance. In the surgery, the home, or the 
hospital a “ half-minute ” thermometer is normally placed in the 
mouth for one minute, or in the groin or axilla for two minutes, and 
areading of over 98.4° F. is then generally considered to be above 
formal. The reading may not be the same as that of blood tempera- 
tre, and perhaps if it were then a reading of 100° F. (37.8° C.) 
might not necessarily indicate pyrexia, but it is a reading taken under 
ftirly Standard conditions, and both the doctor and the layman have 
ome idea of what such a reading is worth. I think that a further fact 
town by the series of experiments was that in most people in health 
he average figure was lower than 98.0° F. (36.7° C.)—even when 
‘thermometer was held in the mouth until a steady reading was 
‘Btained. For this reason any reading above the “ normal ” mark 
em mn the thermometer could be considered as abnormally high, except 
ite in the evening. Personally I should favour retaining both the 
half-minute ” or ‘¢tWo’minutes ” inscription and also the mark at 
sg *4° F., because I think that a reading above this mark obtained in 

he time indicated does show an abnormal temperature. 
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A. E. BARCLAY, O.B.E., M.D., F.R.C.P. 

Dr. A. E. Barclay, who died at Oxford on April 26, was one of 
the outstanding figures in the world of radiology. Barclay of 
Manchester, as he was often known, though the later years of 
his life were spent at Oxford, was interested in every aspect of 
radiology. His special subject was the radiological study of the 
alimentary canal, on which he published papers as early as 
1912. He was too young to be one of the original founders of 
the Roentgen Society, but he can be said to have belonged to the 
second rank of pioneers, eagerly interested in the rapidly open- 
ing field of radiology in the early decades of this century. He 
was one of those who saw the necessity for ensuring that those 
who set out to use x rays in medicine had the proper back- 
ground of knowledge and the required standard of skill in the 
interpretation of what they saw. Barclay had much to do With 
the establishment of training courses in radiology and with the 
integration of this new discipline in the medical curriculum. He 
played an important part in the setting up of the diploma in 
medical radiology and electrology at Cambridge, which he him- 
self took in 1921, and for which he was examiner for many 
years. His voice was heard more and more often in the counsels 
of radiologists in those early years. In 1919 he was elected 
president of the Electrotherapeutic Section (now the Section of 
Radiology) of the Royal Society of Medicine. He was president 
of the Roentgen Society in 1924, and, after the reorganization, 
president of the larger body, the British Institute of Radiology, 
in 1931. His work was recognized beyond the confines of this 
country, as attested by his honorary fellowship of the American 
College of Radiology and his honorary membership of many 
radiological societies in the Dominions and elsewhere. It was 
not only his scientific ability which brought him to the front 
rank, but also his attractive personality and his readiness on all 
occasions to help colleagues and juniors. 

Alfred Ernest Barclay was born in Manchester on 
Sept. 30, 1876. He went to the Leys School, Cambridge, 
and from there to Christ’s College. His clinical years were 
spent at the London Hospital, and he graduated in 1904. 
He was house-surgeon and clinica] assistant in the aural and 
skin departments at the London Hospital, and it was probably 
his assistantship in the electrical department there and in the 
Finsen light department which aroused his interest in radio- 
activity. Barclay proceeded M.D. in 1912, and many years 
later, in 1937, he was incorporated D.M. at Oxford. In 1935 
he became a member, and six years later was elected a fellow, 
of the Royal College of Physicians. Early in his career he 
returned to Manchester, where he became a consultant in 
radiology in private practice and honorary radiologist to the 
Manchester Royal Infirmary, with charge also of the x-ray 
department at Ancoats Hospital. He was appointed lecturer 
in radiology to Manchester University, and later held a similar 
position at Cambridge. The Nuffield Institute for Medical 
Research was established at Oxford in 1935 for the study of 
clinical, physiological, pharmacological, and anatomical prob- 
lems by means of radiological and allied techniques, and 
Barclay was appointed honorary radiologist, serving also for 
a time during the war as acting director of the Institute. Here 
he collaborated in some important work with Trueta and others. 
It was in 1946 that Trueta, Barclay, and their colleagues 
demonstrated the renal shunt which may carry such a high 
proportion of the arterial blood into the renal vein that the 
cortex is left too anaemic to function properly. Subsequently. 
in spite of his serious illness, Barclay continued this work 
and applied the same technique of microradiology of injected 
blood vessels to the study of the human stomach. In collabora- 
tion with F. H. Bentley he was able to show what appears to 
be the same type of arterio-venous shunt in the gastric sub- 
mucosa. Their work on this subject was published as recently 
as February of this year. 

During the first world war Barclay served as a captain, 
R.A.M.C., and during the second world war he was consultant 
adviser on radiology to the Ministry of Health, and travelled 
all over the country inspecting hospital departments. His pub- 
lished work was chiefly on the application of x rays to the 
study of the abdominal viscera. In 1912, with W. J. S. Bythell, 
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a fellow radiologist of Manchester, he published X-ray Diag- 
nosis and Treatment, for many yéars a standard textbook on 
the subject. The Digestive Tract: A Radiological Study of its 
Anatomy, Physiology, and Pathology appeared in 1933, and 
there was a second edition in 1936. He was the author of 
many other publications in British and foreign medical journals. 
In 1920 at Cambridge, and again in 1930 at Melbourne, he was 
president of the Section of Radiology at the B.M.A. Annual 
Meeting. 

Barclay had been chosen to deliver the Mackenzie Davidson 
Memorial Lecture under the auspices of the British Institute of 
Radiology in March, 1949, but when the time came he was far 
too ili to do so, and the Institute as a mark of respect to him 
met only for formal business, arranging no other event to take 
the place of the expected lecture. Its president travelled to 
Oxford to present him with the lecturer’s medal, and brought 
back a story of a long and painful illness most bravely and 
cheerfully borne. It was characteristic of Barclay that within 
two days of his second operation he was sitting up in bed 
tracing out on paper exactly what the surgeons had done to him. 
The university of his native Manchester intended to confer on 
him the honorary degree of D.Sc. on founder’s day, May 18. 
The D.Sc. of Cxford was conferred on him in 1947. In 1946 
he was made an honorary member of the Liverpool Medical 
Institution, and on that occasion the public orator described 
Barclay as one of the pioneers who had helped to build “a well- 
fitted dark-room in the house of Medicine.” He went on: 
“Once upon a time he was a Manchester man, but he has long 
lived that down in the genial air of Oxford. He has given us 
the work of a master in his book on the radiology of the diges- 
tive tract. ... . To craftsmanship he adds a scholar’s integrity. 
He has always taught that the study of the normal is the 
beginning of radiological wisdom. . . . As Socrates felt about 
words, so he feels about x-ray shadows. To use them in the 
improper sense is not only a bad thing in itself, but it also 
generates a bad habit in the soul.” 

Dr. S. Cochrane Shanks writes: Others will tell the story of 
Alfred E. Barclay’s life. I want to record.some aspects of his 


‘character that won for him his outstanding reputation as a 


radiologist and the affection and regard of all who knew him. 
Barclay was a man irrepressibly good-humoured and benign. 
It was impossible for a normal individual not to like him. As 
a consultant adviser in the £.M.S. during the last war he was 
inevitably subject to occasional ill-informed criticism. I well 
remember his reaction to one vicious letter: that of sympathetic 
concern for the state of mind of the writer. It simply didn’t 
occur to him to take offence, and the charm of his personality 
rallied the radiologists of the country round him when he 
organized the x-ray services of the E.M.S. His success in 
that task was due also to two other qualities—imaginative 
enthusiasm and untiring industry ; qualities which were also 
responsible for his deserved reputation as a young radiologist 
at Manchester and as a researcher in the last phase of his life. 
The generation who knew Barclay only as a doyen may ‘not 
appreciate how much he contributed to the radiology of the 
alimentary tract. His two early books on that subject, pub- 
lished in 1912 and 1914, are classics of their time. In them 
there is much that is now quaint, but much more that was new 
then and has stood the test of time. That Barclay, an able 
young man with an inquiring mind, should contribute to the 
knowledge of a new and growing subject is not so very remark- 
able. Many young men have done the same. What is remark- 
able is that he should, after the age of 60, re-enter the field of 
research and,-in the Nuffield Laboratories at Oxford, lead a 
team in a series of brilliant anatomical researches on the foetal 
circulation and on hitherto unknown vascular shunts in the 
kidney and stomach. Very few have done that. Indeed, alike 
in youth and in age, he flamed into recurrent brilliance, and 
radiology is the richer for his long and active life. 


SIR SIDNEY SEWELL, M.D., F.R.C.P., F.R.A.C.P. 
Sir Sidney Sewell, one of the best-known physicians in the 
State of Victoria, died on March 13. The prominent part he 
took from 1928 to 1938 in the formation of an Association 
of Physicians of Australasia, which led finally to the foundation 
of the Royal Australasian College of Physicians, will long. be 
remembered. He was Vice-President of the College from 
1938 to 1940 and President from 1940 to 1942. 


After a brilliant undergraduate career Sidney Valentine 
Sewell completed his medical course in 1905 and graduated at 
the head of his year with, first-class honours in medicine, 


surgery, and obstetrics, sharing 
the exhibition in medicine with 
G. C. M. Mathieson and win- 
ning the exhibition and the 
Beaney Scholarship in surgery. 
He was appointed senior resi- 
dent medical officer to the 
Royal Melbourne Hospital in 
1906, and clinical assistant to 
medical out-patients in 1910, 
after his return from two years’ 
postgraduate work in England 
and Germany. Sewell’s public 
hospital work was almost exclu- 
sively confined to the Royal 
Melbourne Hospital. He be- 
came physician to out-patients 
in 1911, and when he retired in 
1939, after nearly thirty years 
of unremitting service, he was ; 

made consulting physician to the hospital. Like many of the 
senior men, he returned to full duty in the wards during the 
recent war. Sewell obtained his M.D. in 1910. He became a 
foundation fellow of the Royal Australasian College of Physi- 
cians in 1938, and in 1939 was elected F.R.C.P. He was 
knighted in 1945. 

Sewell’s ambition was to follow in the footsteps of his guide 
and friend, the late Sir Richard Stawell. Sir Richard had seta 
high standard of medical teaching in Melbourne, based on the 
best English tradition and practice. Sewell followed his 
example and never spared himself or his students. His teaching 
at the bedside will not easily be forgotten by medical practi- 
tioners now scattered over all the States of the Commonwealth. 
The first world war of 1914-18 always held painful memories 
for Sewell. Owing to a persistent infection following an acute 
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attack of appendicitis in early manhood, his health from his 
early student days was far from robust. It was remarkable 
that he subsequently accomplished so much in spite of this 
constant handicap. He volunteered for active service in the 
war, but, after more than one medical examination, acceptance 
for military service overseas was refused on the ground of 
unfitness. This was a severe blow to him. He served at home 
and was particularly successful in his treatment of “shell- 
shocked” cases. 

Sir Sidney Sewell had been interested for more than twenty- 
five years in the management and treatment of tuberculosis. 
His proclaimed aim was a constructive scheme to wage waf 
against tuberculosis in Victoria so as to stamp it out within 
a defined number of years. He endeavoured by every means 
in his power to obtain the co-operation of Federal and State 
Governments together with the understanding and sympathetic 
assistance of the community in general. Sewell foughi 
vigorously and uncompromisingly against what he considered 
to be the apathy, ignorance, and inertia of Government depart 
ments on this subject. His crusade was not popular in official 
circles and it earned him some enmity. He was ultimately 
effective, however, in arousing general interest in this mo 
difficult problem. He took up vigorously the question 0 
money allowances for public patients during their stay if 


sanatoria. Here he was in advance of his time in recognizing : 


that often when medical treatment was refused by patients 
or its acceptance delayed, the reason was financial. He also 
insisted that treatment when it was accepted lost much of i 
beneficial effect if the family breadwinner carried with hin 
into the sanatorium anxieties about the financial welfare of his 
family. Sewell fought strenuously for adequate monetary 
allowances for these patients, and was rewarded with a con 


‘siderable measure of success. During the last few months of 


his life Sir Sidney was recognized by the State Government 0 
Victoria as its unofficial adviser and consultant on question 
connected with pulmonary tuberculosis. Official recognition 0 
his work has also been made in the decisign to establish “ The 
Sir Sidney Sewell Pathological Wing ”’ i ¢ new sanatorium 
for 400 male patients, to be erected at any early date af 
Watsonia, near Melbourne. 
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to die in harness. During the final three months, and under 
increasing difficulties, he was true to his ideals and continued 
to work for the better management of tuberculosis. Sir Sidney 
was in the first flight of physicians in Australasia. His know- 
ledge was extensive, his intellectual grasp of medical problems 
was profound, and he kept well abreast of all major develop- 
ments in his subject. Many patients and colleagues will mourn 
his passing and miss his inspiring help in time of need.— 
. V. M. 

. C. W. M. HOPE, O.B.E., M.D., F.R.C.S. 

Mr. C. W. M. Hope, consulting surgeon for diseases of the 
far, nose, and throat to King’s College Hospital, London, died 
it his home in Knaresborough on April 21 at the age of 68. 
A memorial service was held at the Hospital Chapel on 


Monday, May 2. 
)Charles William Menelaus Hope was educated at Clifton 


'B., B.S. in 1903. He took the F.R.C.S. in 1908, and pro- 
teeded M.D. a year later. After holding three resident appoint- 
ments at the Royal Infirmary, Newcastle-upon-Tyne, he came to 
London in 1908, where at first he was resident anaesthetist at 


y of the §t. Mary’s Hospital and then clinical assistant to Mr. William 
uns Se Hill in the ear, nose, and throat department. Hope was registrar 
ecame a§ ood later assistant surgeon to the Throat Hospital, Golden 
phy Square. In 1914 he was appointed to the honorary staff of 


King’s College Hospital as assistant surgeon for diseases of 
the nose and throat under the late Sir StClair Thomson. He 
became the first head of the combined nose and throat and 
aural departments in 1932, and remained in charge until his 
retirement in 1941. He was also consulting surgeon to the 
Finchley Memorial Hospital and the Royal Eye Hospital, 
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war he was a surgeon with the rank of major, R.A.M.C., 
attached to the St. John Ambulance Brigade Hospital, B.E.F. 
For his services he was awarded the O.B.E. and was made an 
officer of the Order of St. John of Jerusalem. At the outbreak 
cf the second world war he at once joined the Emergency 
Medical Service as a fulJ-time surgeon, and he was posted to 
Horton Emergency Hospital, Epsom, where he worked until 
continued ill-health led to his retirement in 1941. 

Hope was a very fine operator, and all who worked with 
him, whether as students, residents, clinical assistants, or 
registrars, will always remember his kindliness, thoroughness, 
and patience, and his meticulous attention to every detail 
affecting the welfare of his patient, whether in the out-patients 
department or the theatre. Until ill-health compelled him to 
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though he did not write a great deal he gave a fine training to 
all who worked under him, and set an example to students 
and junior staff that they will always remember. He was 
interested in all the students’ activities of King’s College .Hos- 
pital Medical School, and was associated with the Students’ 
Club and Societies Union for nearly twenty years, first as secre- 
tary and later as president. In this work he came into close 
contact with the students, who always knew him affectionately 
as “Charlie Hope.” 
Outside medicine he had many interests, including * fishing, 
gardening, and carpentry. He enjoyed using his hands, in play 
as well as in work, and no matter what he did he always did 
it thoroughly. He had a keen appreciation of values and 
always insisted on the best. His annual holiday was spent in 


ay : ihe north of Scotland salmon fishing, and many friends will 
ith himg Member the fine fresh salmon which came to them in late 
e of his June or early July from Brora. He was a bachelor whose 
ronetary lindliness, generosity, and compelling personality ensured him 


i wide circle of friends. He will be greatly missed, though 
ever forgotten, by all those who worked under him and 
karned so much from him.—T. C. 
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Gollege and the University of Durham, where he graduated | 


sow down, he was a hard and conscientious worker, and. 
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Sir Sidney Sewell died from a malignant growth of the lung, ; 

which was diagnosed several months before his death. Know- Medico- Legal 

ing all the facts, he determined to put his affairs in order and , sb 


DEATH FOLLOWING ABORTION 
Verdict of Misadventure 


At an inquest held at Slough on April 4 and April 13 evidence 
was given that the death of a girl of 19 was due to shock 
— from an operation for the induction of premature 
abeur. 

The mother of Marianne Elise Gotzky said her daughter had 
not told her that she was pregnant. One day her daughter 
had turned on the gas. Only after this incident did she confide 
in the mother, and she said that she would rather end her life 
than continue with the pregnancy. Her own father, an elderly 
medical man, arranged for her to take her daughter for examin- 
ation by a psychiatrist. The psychiatrist had arranged for her 
to see Mr. Norman Haire and she had given Mr. Haire her 
own cheque for £150. After her daughter’s death Mr. Haire 
sent her a cheque. 

Dr. Ellis Stungo said that he saw Miss Gotzky on three 
occasions. She was so distressed and unbalanced that he felt 
she might make another attempt at suicide. He came to the 
conclusion that her pregnancy should be terminated, and he 
accepted full responsibility for having advised this. He 
suggested to the mother that the case was one which would 
be dealt with by any hospital, but that if she wished he would 
make arrangements for the girl to be operated on as a private 
patient. He said that he was paid 12 guineas for these con- 
sultations. So far as he krew there were no ill effects following 
skilled therapeutic interference. It was impossible to treat a 
patient by psychotherapy in such circumstances. The treatment 
was the removal of the cause of her symptoms. She could 
have been admitted to a mental hospital, but he would not have 
advised that. 

Evidence was then given by the night nurse at the Parkside 
Nursing Home, Upton Court Road, Slough, and by the matron 
of the home, who explained that she had no certificates and 
her knowledge of nursing had been acquired by experience. 
Miss Gotzky was admitted on the evening of April 1 and the 
operation was performed the following morning. As a general 
rule, the matron said, she received her fees from the patients, 
but in this case her account for £7 18s. was paid by Mr. Haire. 

The anaesthetist, Dr. Oswald Stuart Thompson, said that the 
patient was given thiopentone intravenously. He then adminis- 
tered gas and oxygen and a minimum quantity of trilene. The 
operation took ten or fifteen minutes. He was dismantling 
his apparatus and packing it away when he noticed that the 
patient had changed colour and was gasping for breath. Pure 
oxygen, cOramine, and adrenaline were administered, and 
finally adrenaline was injected into the heart muscle, but with- 
out effect. Artificial respiration was continued for probably 
three-quarters of an hour. The patient had recovered from the 
anaesthetic to the extent that she was trying to push the airway 
from her mouth, and her laryngeal reflexes had returned. 

Mr. Norman Haire, who reported the death to the coroner, 
said there was some uncertainty about the period of pregnancy. 
He judged that the patient was approaching the 28th week 
and it seemed possible that the child might be saved. For that 
reason he took good care not to rupture the membranes before 
injecting the paste. It was extremely rare for shock to take 
place in connexion with these operations. He said that he 
did “ quite a lot of this kind of work—more than the average 


gynaecologist.” 
Findings at Necropsy 

Dr. Keith Simpson reported that at necropsy the most careful 
routine examination failed to reveal any evidence of organic 
disease of any kind. There was no deformity or disproportion 
of the pelvis likely to interfere with the normal termination of a 
full-term pregnancy. A seven-months gestation was present 
and in a healthy state, capable of continuation to term. The 
cervix had been dilated and a gelatinous paste introduced, 
separating the sac of the pregnancy for about an inch around 
the internal orifice of the neck of the womb. There was no 
pulmonary embolism and only the slightest bleeding had 
occurred. The entire absence of any organic cause of death 
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gave proper grounds for the inference that death was due to 
reflex, shock. Shock would not reflect lack of skill in the pro- 
cedure, but light anaesthesia in an emotional subject would 
predispose to it. In his opinion the cause of death was shock 
due to artificial abortion. It would have been perfectly easy 
to deliver this child alive by immediate operation on the 
apparent death of the mother. It was viable in law, having 
reached the 28th week, and his examination revealed no reason 
to suppose that it was not alive in the uterus. 

Shock was a well-recognized possible consequence of either 
dilating the cervix or of injecting any substance into the uterus. 
Death in such cases was quite sudden, unheralded, and might 
ensue within a few seconds. He thought it was remotely pos- 
sible, bit’ wilikely, that death did not take place until ten 
minutes after- the operation, as had been suggested by the 
matron. There was no evidence that what had been done had 
not been done skilfully. There were facilities in any general 
hospital for performing such operations if they were necessary. 
This could come under the National Health Service without 
cost to the family of the patient. 

The jury returned a verdict of misadventure in accordance 
with the medical evidence and added a rider recording its 
opinion “that decisions to undertake operations of this type 
should be more’strictly safeguarded, and such operations should 
be carried out only in State hospitals under the National Health 
Scheme.” 


Medical Notes in Parliament 


LONDON CENTRE FOR TROPICAL MEDICINE 


Mr. Ivor THoMas on April 27 recalled how in 1898 Mr, Joseph 
Chamberlain, Sir Patrick Manson, and Sir Percival Nairne had 
founded at the Albert Dock Hospital the London School of 
Tropical Medicine. Manson’s idea was that teaching, treat- 
ment, and research should be carried on by one organization in 
one group of buildings. When the first world war ended, the 
Hospital for Tropical Diseases was established in Gordon 
Street, and the school was reopened there in 1920. In 1924 
the school was merged in the London School of Hygiene and 
Tropical Medicine. This separated teaching from the treatment 
of tropical diseases, but nevertheless Britain maintained a pe 
place in both teaching and treatment until the outbreak of the 
second world war. The building in Gordon Street then had to 
be closed because it was unsuitable as a hospital under threat of 
air attack. A little later a land mine fell behind it, It then 
became necessary to consider what provision should be made 
after the war, and in April, 1941, Lord Moyne appointed an 
interdepartmental committee to go into the question. After the 
end of the war a temporary hospital was opened in Devonshire 
Street. Good work had been done there and the staff had 
rendered devoted service, but accommodation was very limited, 
and no one would claim that the hospital was an adequate 
centre. He thought there should be set up in London a compre- 
hensive hospital for tropical diseases with the status of a post- 
graduate teaching hospital and with its own board of governors. 
It should be erected within the curtilage of the University of 
London to be close to the London School of Hygiene and 
Tropical Medicine. It would probably cost £1,000,000, but 
nothing short of such a scheme would meet the need. 

Mr. Bevan had told him on Feb. 10 (Journal, Feb. 19, p. 328) 
that it was proposed to develop a tropical diseases centre as a 
unit of the University College Hospital-group. What was wanted 
was a tropical diseases hospital with 150 beds and an out- 
patient department of the polyclinic type. ? 

Dr. HapeN Guest said Mr. Thomas was out of touch with 
the present difficulties in regard to staffing. Anything like the 
scheme Mr. Thomas suggested was out of the question at 
present. 

Dr. STEPHEN TAYLOR said, as a comparatively recently 
ps na governor of University College Hospital, that the 
collection of tropical cases was a practical difficulty. Until 
recently places in the existing temporary hospital were nothing 
like filled. This was due in part to the fact that many medical 
officers and specialists had had experience in the Forces of the 
treatment of tropical diseases and were anxious to use that 
experience in treating cases in non-tropical disease hospitals 
and general wards in London. On behalf of the governors of 
University College Hospital he assured Mr. Thomas that their 
desire was to see a worthy tropical diseases hospital. and unit 
developed as part of that hospital. The governors hoped the 


new location of the tropical diseases hospital would be .in the 


old St. Pancras Hospital not much farther away from the § 


University of London than the old building was. 

Mr. BLENKINSOP, replying to the debate, said every 
desired proper provision in London for the treatment of 
tropical diseases and the teaching of tropical medicine. After 


the report of the interdepartmental committee had been gsyp- 
mitted a decision was taken that instead of going forward on} 


the line then suggested, which was out of keeping with the 
development of the National Health Service, it would be prefer. 
able not to develop a completely isolated and separate hospital 
but to have a separate unit in close association with one of the 
large teaching hospitals. In accordance with that decision the 
Devonshire Street Hospital had been associated with the 
University College Hospital group. It was true that the 
accommodation at Devonshire Street was too crowded, although 
some very good equipment was available and very valuable 
services had been given there. It was proposed to improve the 
facilities by adding a more adequate inoculation centre. The 
proposal now being considered by the University College Hospi- 
tal group would provide a considerable unit distinct from but 
at the same time associated with St. Pancras. 


have the facilities of a great hospital by its side. The Ministry 
hoped a decision would be reached on this soon. Quite properly 
University College Hospital must have regard to- other factors, 
If this accommodation was used for tropical medicine other 
plans must be re-examined. But, after seeing both premises and 
meeting some of those concerned, Mr. Blenkinsop was satisfied 
that University College Hospital was as anxious as was the 
Ministry to ensure that proper facilities should be available a 
rapidly as possible. As it became possible to undertake larger 
building projects larger schemes could be undertaken. He 
thought the proposal under consideration would meet immediate 
needs adequately. 
' Beds Not in Use 

Mr. BevaN said on April 28, replying to Colonel Sroppart 
Scott, that the number of beds closed for want of staff in hos 
oy Great Britain on Dec. 31, 1948, was 59,903, made u 
as follows : 


Tuberculosis sanatoria 5,669 
Fever hospita!s 15,915 
Other specialized institutions 16,677 

59,903 


Colonel Stoddart-Scott further asked how much of 
£15,000,000 required to staff and maintain these 60,000 hos 
pital beds had been included in Mr. Bevan’s estimates for t 
coming year. 

Mr. Bevan said the annual budgets of the hospital manag 
ment committees did not specify separately anticipated expendi 
ture on the reopening of closed beds, so that he was unab 
to give the information desired. 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 


On April 23 the degrees of M.B., B.Chir., were conferred on Muri 
E. Sidaway. 

A Pinsent-Darwin Studentship has been awarded to John McFi 
M.B., B.Chir. 

A course in paediatrics and obstetrics wi'l be held at Addenbrooke 
Hospital, Cambridge, from May 16 to 27. Eleven half-day session 
will consist of lectures and demonstrations. Details of the co 
the number attending which is limited, may be obtained from th 
secretary, the Medical School, the Naval Hut, Downing Colleg 


Cambridge. 
UNIVERSITY OF BIRMINGHAM 


Professor E. B. Verney, F.R.S., Sheild Professor of Pharmacolo 
in the University of Cambridge, will deliver the William Witherin 
Lectures in the Anatomy Theatre of the Medical School of th 
University on May 12, 13, 16, and 17, at 4 p.m. His subject is “Th 
Excretion of Water by the Kidney, with Special Reference 10 i 
Neurohypophysial Control.” 

The Ingleby Lectures will be delivered by Mr. Charles D. Read 
Director of Postgraduate Studies, Chelsea Hospital for Women, i 
the Anatomy Theatre of the Medical Scwo* of the University 0 
May 19 and 26, at 4 p.m. His subject j* the Problems of Sire 
Incontinence of Urine in the Female.” ei 

Members of the medical profession anu siudents of medicine 
invited to attend the lectures. 


The suggestion| 
- was that a modern block could be utilized there which would 
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.«INFEGTIOUS “DISEASES AND VITAL STATISTICS 
We print below a su of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended April 16. 

i s of Principal Notifiable Diseases for the week and those for the corre- 
toe =i last year, for: (a) England and Wales (London included). (b) 

... London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

' Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. 
(d) The 13 principal towns in Eire. (¢) The 10 principal towns in Northern Ireland. 

‘A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 


1949 1948 (CorrespondingWeek) 
Disease 
(a) (b)| ©) | (a) | © | @) | fe) 
Cerebrospinal fever 27, #8 32 
Deaths 1 
Diphtheria... .. |  7| 28) 4| | 136] 12] a1| 3 
aths 1) — 2 1 
Dysentery | 3] 110) 30] 47) —| — 
Encephalitis lethargica, 
acute os — |j—|— — -- 
Deaths 
Erysipelas 19 7; 4 46, 10 
Infective enteritis or 
diarrhoea under 2 
years a 22 27 
Measles* 13,066|1635| 299) 203) 172] 9,681/1360) 315) 96) 45 
Deathst 2 J 
Ophthalmia neonatorum 444 2) 13} — 
Deaths 
Paratyphoid fever 1) — |1(B)) — | — — — | — 
Pneumonia, influenzal . . 731| 30) 21] 1 639} 54) 12) 2 
Deaths (from influ- 
enza){ 95} 6 2 10) — 64 1 
Pneumonia, primary .. 202} 43 213) 30 
Deaths oe os 277| 36 10 205) 45 9 8 
Polio-encephalitis, acute 2; — — 
Deaths 
Poliomyelitis, acute .. 5 2 1; — — 19 1 2 — 
Puerperal fever .. _ 5 2} 11 — 
Deaths 
Puerperal pyrexia| 81 3 2 1 1144 4 8 6) — 
Deaths 
Scarlet 1,039} 65} 162} 36] 1,290) 76) 252) 37) 38 
Typhoid fever .. — — 2| — 
aths as —|— 
Whooping-cough* .. | 2,267| 194| 150| 79] 73] 3,888] 286| 61 69) 22 
Deaths (0-1 year “5 3 44, 25; 12 
Infant mortality rate 
(per 1,000 live births) 
Deaths (excluding still- 
births) .. | 5,187] 753) 642) 206) 1 4,651| 738] 619; 180) 120 
Annual death rate (per 
1,000 persons living) 12-9] 12-8 12-5] 11-3 
Live births .. | 6,880/1152) 894) 375) 253] 8,469/1 1062) 341; 259 
Annual rate per 1,000 
Persons living ae 17-9} 23-2 21-4) 21-3 
Stillbirths 180} 27 211} 30) 31 
Rate per 1,000 total 
births (including 
stillborn) .. 24 28) 


_ * Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation o: 


nly. 
Deaths from measles and scarlet fever for England and Wales, London 

(administrative county), will no longer be published. ote 

t Includes pvrimasy form for England and Wales, London (administrative 
county), and Nortitamm Ireland. 

§ The number-@fdiaaths: from poliomyelitis and polio-encephalitis for England 
and: Wales, London. (administrative county), are com 

|| Includes puerperal fever for England and Wales, Eire, and Northern Ireland. 


EPIDEMIOLOGICAL NOTES 


Typhoid Fever at Crowthorne 


The diagnosis of typhoid fever was confirmed on April 30 in a 
patient admitted to the Royal Berkshire Hospital from Crow- 
thorne, which has a population of 3,500. During the next two 
days the diagnosis was confirmed in four other patients, and a 
total of 32 persons were suspected of suffering from the disease. 
The earliest of the dates of onsetsso far mentioned is April 21. 
The usual steps have been taken by way of prevention and 
control, but in any event an outbreak of considerable magni- 
tude is to be expected. It cannot be assumed that the disease 
will remain confined to Crowthorne until the source and vehicle 
of infection have been identifiéd. 

Crowthorne is at the junction of the territory of three regional 
hospital boards: North-west Metropolitan, South-west Metro- 
politan, and Oxford. Cases are known to have been admitted 
to hospital at Winchester as well as at the Reading hospital. 
The organism has been identified as Vi-phage Type E1. 


Smallpox 


The last of the eleven cases of smallpox imported on the 
s.s. Mooltan was removed to hospital on April 16. The period 
of surveillance of the numerous contacts with these cases has 
now expired without notification of the disease in any of them. 
Although there is reason to hope that the infection has not 
passed to anyone in this country it is too early to exclude the 
possibility of a missed case, because at least one of the patients 
may have been in contact with persons who could not be 
brought under surveillance. _ Special: vigilance should- therefore 
continue for’a further two or three weeks. } 

Fortunately the. passengers and crew of the s.s. Mooltan gave 


the public health authorities. helpfuk'co-operation. The. persons 


who developed the disease were removed early and before they 
could do much damage. With very few exceptions contacts 
accepted vaccination promptly and remained under surveillance. 
The several public health departments concerned, particularly 
those for the ten districts in which the imported cases were 
taken ill, appear to have carried out the routine measures for 
the control of smallpox without a hitch. 

The patients who survived are now making satisfactory pro- 
gress, and the case fatality, 6 out of 12, is unlikely to alter. in 
two patients modification by previous vaccination had reduced 
the disease to a triviality ; variola virus was recovered, however, 
on egg culture. Virus was also recovered from the remaining 
cases except the one at Liverpool. 


Future Population Trends 


The birth rate ~— 1948 was 17.9 per 1,000 and 2.7 below 
the post-war peak of the preceding year. Except for 1946 and 
1947, however, this rate was the highest since 1922. The rise 
in the birth rate following the war was apparently of a tem- 
porary nature and was not, as has been suggested, due to 
a permanent increase in the average size of families. The 
effective reproduction rate corresponding to the births which 
occurred in 1948, after making allowance for a continuing 
improvement in the likelihood of survival, has been provision- 
ally assessed at 1.070. With present trends this rate will fall 
during the next year or so to below 1.0, which is the level 
of replacement. The marriage rate at 18.1 remained fairly 
high. From 1921 to 1937 this rate varied between 14.3 and 
17.5. The maintenance of a high marriage rate means that 
the birth ‘rate may remain above the level of the years imme- 
diately preceding the war. 

A forecast by the Registrar-Gencral, based on the present 
trends, suggests that in 1960 there will be 22.3% of the popu- 
lation under the age of 15 and 12.1% aged 65 and over, com- 
pared with 21.4% and 10.7% in 1948. The school population 
will be at its peak, and with the present trends a decline must 
be expected after this date. On the other hand the number 
of pensioners will continue to increase and become propor- 
tionately more important, placing a gradually increasing burden 
on the social services. 


Notifications During First Quarter 


In the first thirteen weeks of this zener whooping-cough and 
acute pneumonia have been unusually prevalent, and so has 
measles, The fall in the incidence of diphtheria has continued, 
and the notifications were only one-quarter of the number 
recorded four years ago and about one-fourteenth of the 
number recorded in the first thirteen weeks of 1938. Notifica- 
tions of dysentery and of cerebrospinal fever were the lowest 
of recent first quarters. The incidence of acute poliomyelitis 


showed a considerable improvement on the preceding year but. 


remains above the pre-epidemic level. The number of deaths 


4 
e in the 
erybody | 
Ment of 
After 
sub- 
ward on 
with the 
© prefer- 
| 
e of the 
sion the 
vith the 
that the 
although 
valuable 
rove the : 
re. The 
e Hospi- 
rom but | 
iggestion | 
h would 
Ministry 
properly 
factors, 
ne other 
rises and 
satisfied 
was the 
as 
e 
nmediate 
[ ODDART: 
Ein hos 
made up 
of 
000 ho 
s for t 
manage 
expend 
s unab 
yn Mori 
McFi 
nbrooke 
y 10 
CO 
from th 
4 oneg 
With 
Witherin 
ol of th 
t is “ 
nce 10 
D. Read 
Vomen, 
versity 0 
of Sire 
dicine 


828 May 7, 1949 


EPIDEMIOLOGY SECTION 


MEDICAL JOURNAL 


. attributed to influenza in the great towns was higher than in 


recent first quarters. The figures for the first quarters of the 
past five years were as follows: 


England and Wales 1945 1946 1947 1948 1949 
Scarlet fever at 19,163 16,952 15,527 23,348 16,087 
00} ax 19,780 20,033 27,922 35,034 37,221 
* Diphtheria .. ae 6,061 6,220 2,832 2,466 1,523 
Measles .. «. | 247,455 17,652 165,895 88,489 201,140 
Acute pneumonia . . 14,782 16,278 15,500 10,969 17,147 
Cerebrospinal fever 968 906 1,110 629 4 
Acute poliomyelitis 61 104 114 381 224 
Dysentery .. aa 4,681 4.444 931 2,100 886 
Enteric (typhoid and 
paratyphoid fevers) 140 138 98 103 100 
Great Towns 
Influenza deaths .. 693 2,156 1,335 272 2,278 


Discussion of Table 


In England and Wales infectious diseases were less prevalent 
during the week, and there were decreases in the incidence of 
measles 1,658, whooping-cough 341, acute pneumonia 362, 
scarlet fever 152, and dysentery 14. 

Large decreases in the notifications of measles were recorded 
in Southampton 213, Lancashire 150, Hertfordshire 138, London 
118, and Essex 111; the chief exception to the general decline 
was an increase of 109 in Middlesex. There was a fall in the 
incidence of whooping-cough in every area except in London 
and the south-eastern counties, where an increase of 39 in the 
notifications was reported. 

An outbreak of diphtheria affected 8 persons in Berk- 
shire, Wokingham R.D., and there was an increase of 9 in 
the notifications in Staffordshire. A small decrease was recorded 
in the notifications of scarlet fever in most areas, the largest 
exceptions to the general trend being rises in Lancashire 15 
and Yorkshire 11. A fall in the incidence of acute pneumonia 
was general throughout the country. 

The chief centres of infection for dysentery were Lancashire 
11 (Liverpool C.B. 8) and Yorkshire West Riding 13 (Hudders- 
field C.B. 11). 

In Scotland there was a rise of 9 in the incidence of diph- 
theria, and there were falls in the notifications of measles 87, 
whooping-cough 72, scarlet fever 31, and acute primary pneu- 
monia 31. Dysentery reappeared in Edinburgh, where 8 cases 
were notified during the week. In Glasgow the notifications 
of dysentery fell from 20 to 5. 

In Eire decreases were recorded in the notifications of scarlet 
fever 35, whooping-cough 32, and diarrhoea and enteritis 21. 
These changes were mainly due to the experience of Dublin C.B. 

In Northern Ireland decreases were reported in the notifica- 
tions of whooping-cough 31 and measles 21. In contrast to the 
general trend, increases in the notifications of measles were 
reported from Belfast C.B. 10 and County Antrim 11. 


Week Ending April 23 
The notifications of infectious diseases in England and Wales 
during the week included: scarlet.fever 953, whooping-cough 
2,546, diphtheria 95, measles 13,514, acute pheumonia 759, 
cerebrospinal fever 34, acute poliomyelitis 8, dysentery 52, 
smallpox 5, paratyphoid 7, and typhoid 3. Deaths from influ- 
enza in the great towns numbered 51. 


~ 


The Services 


. DEATHS IN THE SERVICES 
Surgeon-Lieutenant JoHN MicHAEL ALDERTON, R.N., was killed in 
action in H.M.S. Amethyst on April 20. Born at Colchester on 
Oct. 19, 1924, he came of a medical family, his father, grandfather, 
and great-uncle all being members of the medical profession. He 
was educated at Epsom College, having gained the Leverhulme 
Scholarship there in 1938. On leaving Epsom he won a scholarship 
at University College Hospital, London. After graduating M.B., 
B.S. in 1946, he held the post of casualty officer at the British Post- 
graduate Medical School, Hammersmith. John Alderton was com- 
missioned in the Royal Navy in September, 1947, and sailed for 
Hong Kong to join H.M.S. Amethyst in the following January. 
Outside medicine his two main interests were music and yachting. 
He was a keen member of the United Hospitals Sailing Club. He 
also played hockey for University College. He was of a naturally 
shy disposition but had a lovable character and keen sense of humour. 
All who knew him well will not be surprised that he merited the high 
tribute paid to him by the Admiralty: “ He moved round the ship 
unflinchingly, aiding the wounded until he himself was killed.” 
Our sympathy goes out to his parents and younger brother.—M.H.C. 


Medical News 


Dr. Douglas Fairley 
Dr. Douglas Fairley has been appointed a Nominated Member 
of the Executive Council of the Island of St. Helena. 


Dr. John Gillies 

Dr. John Gillies, one of the doctors in attendance on the King 
at his recent operation, has been appointed a Commander of the 
Royal Victorian Order. 


Spectrographic Research Unit 

By arrangement with the London Hospital, the Medical Research 
Council has established there a Spectrographic Research Unit under 
the direction of Dr. E. R. Holiday. The primary function of the 
unit is to undertake original research work in the field of absorption 
spectrophotometry as applied to biological problems of medical 
interest, but advice and assistance will also be given to other branches 
of the Council’s organization using such methods. The unit has been 
based on the spectrographic department originally established by the 
London Hospital, and during the last five years partly supported by 
the Council for the purposes which are now being developed. 


Invitation from Professor C. R. Marshall 

An invitation is extended to all members of the class of materia 
medica at Aberdeen University from 1919 to 1930 inclusive who are 
attending the B.M.A. Meeting in Harrogate to a dinner at the 
Troutbeck Hotel, Ilkley, on Friday, July 1, at 7 p.m. Buses from 
Harrogate will be provided. Those wishing to accept should write, 
saying if accompanied by a lady, to Professor Marshall, Annisholme, 
Manor Park, Burley-in-Wharfedale, Yorkshire, before June 7. ; 


Lecturing in Italy 

Dr. Margaret Tod, Deputy Director of the Holt Radium Institute, 
Manchester, is visiting Italy between May 5 and-21 to meet Italian 
radiotherapists in preparation for the International Radiological 
Congress to be held in England in 1950. She will also lecture for 
the British Council in Milan, Bologna, Florence, and Rome on 
“Cancer Organization and,Our Clinic System’ and “ Accurate 
Dosage in Radium and X-ray Therapy.” 


Royal Commission on Capital Punishment 

Dr. Eliot Slater has been appointed a member of the Royal Com- 
mission on Capital Punishment. The following are the other 
members: Sir Ernest Gowers (chairman), Mrs. E. D. C. Cameron, 
Mr. N. R. Fox-Andrews, K.C., Miss Florence Hancock, Mr. William 
Jones, Mr. Horace Macdonald, Mr. John Mann, Sir Alexander 
Maxwell, Professor G. A. Montgomery, K.C., Lord Peel, Professor 
Leon Radzinowicz. The secretary is Mr. F. L. T. Graham-Harrison, 
of the Home Office. The terms of reference of the commission are: 
To consider and report whether liability under the criminal law in 
Great Britain to suffer capital punishment for murder should be 
limited or modified, and, if so, to what extent and by what means; for 
how long and under what conditions persons who would otherwise 
have been liable to suffer capital punishment should be detained, 
and what changes in the existing law and the prison system would be 
required; and to inquire into and take account of the position in 
those countries whose experience and practice may throw light on 
these questions. Those wishing to give evidence should apply to the 
secretary, submitting a written statement of the evidence which they 
wish to give. Communications should be addressed for the present 
to the secretary, Royal Commission on Capital Punishment, Home 
Office, Whitehall, London, S.W.1. 


Control of Tropical Diseases 

In accordance with proposals agreed to by the Economic Co-opera- 
tion Administration in Washington to aid development of certain 
areas in the British Empire, Dr. Frederick J. Brady, of the US. 
Public Health Service, and Mr. Harry H. Stage, of the U.S. Depart- 
ment of Agriculture, will visit Africa to study the control of 
trypanosomiasis and malaria. They will leave New York on May 10, 
and after consulting the Colonial Office in London will visit East 
and West Africa, will survey the conditions there, and make recom- 
mendations on further U.S. assistance in combating the tsetse fly and 
mosquito. 


Aftercare of Delinquents 

The Home Secretary has approved the establishment of a Central 
Aftercare Association for England and Wales to supervise persons 
released from Borstal training, corrective training, and preventive 
detention, and young prisoners released on licence. The 
Association, the Aylesbury Aftercare Association, and the Central 
Association for the Aid of Discharged Convicts are to be merged 
in it. , 
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MEDICAL NEWS 


Streptomycin under Marshall Aid : 

The Economic Co-operation Administration has stated that 
streptomycin to the value of £2;500,000 has been provided under 
Marshall Aid for the treatment of tuberculosis in Europe. E.C.A. 
funds are also financing the reconstruction of two French plants to 


produce the drug. 


Soap for Bedridden Patients 

On the recommendation of his medical advisers the Minister of 
Food has decided that bedridden patients who suffer also from a con- 
dition for which extra soap is granted may receive both the special 
allowance of soap appropriate to their condition and the one extra 
ration of soap to which they are entitled because they are bedridden. 
Doctors are asked, when authorizing extra soap for their bedridden 
patients, to write the word “ bedridden” on the R.G.50 and not 
quoie the classification of this condition in MED.2 (Revised 1948). 
If a bedridden patient also qualifies for soap under another elassifi- 
cation in the MED.2 (Revised 1948), that classification should be 
quoted and the word “ bedridden ” added to it, so that extra soap 
can be made available to the patient on both counts. Patients whose 
condition requires the liberal application of ointments, pastes, or 
similar preparations qualify for one extra soap ration a week. They 
must present at the Local Food Office a medical certificate stating 
that soap is required for that reason, 


Director of Army Health 

The title of Director of Hygiene at the War Office has been 
changed to Director of Army Health. The titles of Deputy Directors, 
Assistant Directors, and Deputy Assistant Directors have been 
changed similarly. Specialists in Hygiene are now entitled Specialists 
in Army Health. The present Director of Army Health is Brigadier 
A. E. Richmond. : 


Association of Independent Hospitals 

The independent hospitals and kindred organizations—by which 
is meant hospitals, convalescent homes, epileptic colonies, and other 
institutions that have either been disclaimed from, or were not 
transferable under the Acts to, the National Health Service-—have 
formed an Association of Independent Hospitals and kindred organ- 
izations. Its objects are to safeguard and develop the interests of 


. these hospitals, which are the remaining voluntary hospitals of the 


country and therefore are wholly dependent on the public and on 
themselves for maintenance. 


Peruvian Academy Honours Medical Historian 

At a special meeting of the Peruvian Academy of Surgery held in 
Lima on Feb. 11 Dr. Douglas Guthrie, lecturer on the history of 
medicine in the University of Edinburgh, who has been acting as 
visiting professor to the University of San Marcos, was admitted 
io the honorary membership of the Academy. Dr. Guthrie is the 
first British surgeon to receive this distinction, which was accompanied 
by the presentation of an enamel badge bearing the emblem of the 
Academy, the spade-shaped knife or “‘ tumi * which was used by the 
Incas for their primitive trephining operations. 


World Federation for Mental Health 

The first number of the Bulletin of the World Federation for 
Menial Health has been issued as a successor to the series of twelve 
bulletins distributed by the International Congress on Mental Health 
held in London last year. The Bulletin is intended to serve as a link 
between the Federation and member associations in different 
countries. It is also intended for the exchange of ideas and informa- 
tion on the principles and practice of mental health throughout the 
world. In each issue it is proposed to publish at least one original 
article on some topic relevant to the Federation’s work. It may be 
obtained for 5s. a year (post free) from the editor, at the World 
Federation for Mental Health, 19, Manchester Street, London, W.1. 


Blockaded Berlin 

An official pamphlet, Notes on the Blockade of Berlin, 1948, 
touches on the public health problems of the blockaded area. So 
far 8,652 undernourished children have been flown out to the Western 
Zones by the British air lift. The first medical supply to be flown 
in was ether, which had formerly come from the Eastern Zone. A 
Number of patients have been removed from hospitals to the Western 
Zones so that the beds in Berlin may be used so far as possible 
for cases of serious or acute sickness. The chief types of cases 
tvacuated are those requiring specialized treatment unavailable in 
Berlin or a long rest and good food, and cases of early and 
tmbulatory tuberculosis and of convalescent poliomyelitis. 


Recognition for War Service 

The President of the Czechoslovak Republic has conferred the 
decoration of Chevalier of the Order of the White Lion upon Drs. 
Hector Macdonald Walker, O.B.E., and Thomas Forrest Cotton in 
tecognition of services rendered during the war. 


Aberdeen Children’s Welfare Council r 

At a recent conference at Aberdeen of organizations whose 
principal objects include the care of children it was decided to form 
a Children’s Welfare Council. It will help to correlate the work of 
the various bodies concerned with child care in all its social aspects. . 
Professor John Craig, of the Department of Child Health, Aberdeén 
University, is chairman, and Mr. Auld, of the Association of Social 
Service, is secretary. 


Wills . 

Dr. Theodore Shennan, Regius Professor of Pathology at Aberdeen 
University 1914-36, left £4,561. Dr. Herbert John Pulling, of 
Brighton, left £37,909 ; Dr. Archibald Deane, formerly of Eastbourne, 
£18,907; Dr. Frederick Henry Healey, formerly medical superinten- 
dent of Hellesden Mental Hospital, £4,226; and Lieut.-Col. Henry 
Smith, late I.M.S., £57,240. 


COMING EVENTS 


Royal Society Lectures 

The Bakerian Lecture for 1949 will be delivered on May 12 by 
Professor H. Raistrick, F.R.S., Professor of Biochemistry at London 
University. The Croonian Lecture for 1949 will be delivered on 
June 30 by Dr. D. W. Bronk, Foreign Member of the Royal Society. 
Dr. Bronk is Foreign Secretary of the National Academy of Sciences 
and Chairman of the National Research Council of the U.S.A. The 
Wilkins Lecture for 1949 will be delivered on Dec. 15 by Professor 
E. N. da C. Andrade, F.R.S., Quain Professor of Physics at London 
University. 


National Industrial Safety Congress 

The Royal Society for the Prevention of Accidents will hold the 
National Industrial Safety Congress on May 13-15 at Scarborough. 
It is open to non-members as well as members. Speakers include 
Sir Geoffrey King, Deputy Secretary at the Ministry of National 
Insurance, and Sir Charles Bartlett, managing director of Vauxhall 
Motors Limited. Particulars may be obtained from the Industrial 
Safety Division of the Royal Society for the Prevention of Accidents, 
131, Sloane Street, London, S.W.1. 


Lectures on Psychology 

The Institute for the Scientific Treatment of Delinquency has. 
arranged a course of eight lectures on “Selected Topics in 
Psychology”. to be given by Miss Gertrude Keir, M.A., at the 
Institute, 8, Bourdon Street, Davies Street, London, W., on Thurs- 
days, commencing May 26, at 6.30 p.m. The lectures are intended 
for students who have some basic knowledge of elementary 
psychology, and the fee for the course is 10s. Those wishing to attend 
should make early application to the Education Secretary. 


Charities Ball 

A Charities Ball organized by the Metropolitan Counties Branch 
of the B.M.A. will be held at B.M.A. House, Tavistock Square, 
London, W.C.1, on Thursday, May 26, at 8 p.m. for 8.30 p.m. The 
proceeds will be devoted to medical charities in urgent need of 
support. Patrons include the President of the Association and the 
Presidents of the three Royal Colleges. There will also be a cabaret 
and facilities for bridge. The cost of tickets including a buffet 
supper is two guineas each. Applications should be sent to the 
Secretary, the Charities Ball Committee, Metropolitan Counties 
Branch, B.M.A. House. Contributions to charities from those unable 
to attend the ball would also be most welcome and should be sent to 
the same address. 


Tuberculosis Meeting at Liverpool 

A joint meeting of the British Tuberculosis Association and the 
North-Western Tuberculosis Society will be held at the Medical 
Institution, Mount Pleasant, Liverpool, on Friday and Saturday, 
May 27 and 28. The programme is as follows: May 27, 2 p.m., Sir 
Henry Cohen, “ Tuberculosis and General Medicine”; 2.45 p.m., 
discussion on “ Domiciliary Treatment of Pulmonary Tuberculosis,” 
to be opened by a representative of the British Tuberculosis Associa- 
tion, followed by Dr. R. Heller and Dr. C. H. C. Toussaint; 
4.45 p.m., discussion on “‘ Tuberculosis in Seamen,” to be opened by 
Dr. R. N. Walker; 5.45 p.m., extraordinary meeting of British 
Tuberculosis Association ; 7.30 for 8 p.m., informal dinner at Reece’s 
Restaurant, Parker Street, Liverpool. May 28, 9 a.m., general meet- 
ing of British Tuberculosis Association ; 9.15 a.m., demonstration of 
a series of cases of pulmonary tuberculosis treated by the more recent 
developments of surgery, as follows: ‘ Thoracoplastic Operation 
using the Polythene Pack,” by Mr. H. Morriston Davies and Mr. 


- 


‘Leslie J. Temple, and (1) “ Periosteo-plastic Pneumonolysis ” and 


(2) “Lung Resection,” by Mr. F. Ronald Edwards; 10.45 a.m., 
“ Rehabilitation in Surgical Tuberculosis,” by Mr. J. P. Heron; 
12 noon, colour film, ‘Surgical Treatment of Tuberculous 
Epididymitis ” (by courtesy of Mr. J. Cosbie Ross). 
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SOCIETIES AND LECTURES 


Monday 

EpinsurGH UNIversITY.—At Physiolo; 
New Buildings, Teviot Place, Edin are. Ma 
Prehistory of Medicine,” by Dr. Douglas Gu 

Lonpon: UNIVERSITY COLLEGE. —At Physiolo: Theatre Gower 
Street, W.C., May 9, 4.45 p.m., “ Selective Toxicity with Special 
Reference to Chemotherapy,” by Professor Adrien Albert. 

or Lonpon, 11, Chandos Street, Cavendish Square, 
w.—M q p.m., annual general 8.30 p.m., 
Annual Oration by Mr. A r. 

WEsT MEpIco-CHIRURGICAL SocrETY.—At Royal Society of 
Medicine, 1 Wimpole Street, London, W., May 9, 8.30 p.m., 
Cavendish Lecture: “ The €ontribution of Law to Literature,” by 
The Rt. Hon. Mr. Justice Birkett. 


Tuesday 

CHELSEA CLINICAL Society.—At South Kensington Hotel, 
Sate Terrace, London, S.W., May 10, 7 for 7.30 p.m. 
dinner. 

NsTITUTE OF DermaTotocy, 5, Lisle Street, Leicester 

London, W.C.—May 10, 5 m., The Sclerodermas,” by Dr. C. B 
Dowling. 

INSTITUTE OF LARYNGOLOGY AND OroLocy, 330, Gray’s Inn Road, 
London, W.C. —May 10, 2. 4 p.m., “ The Respiratory Tract in 
Infectious Diseases,” by Dr. E. H. R. Harries. 

INSTITUTE OF UroLoGy.—At = Paul’s Hospital, Endell Street, 
London, W.C., May 10, (1) 11 a.m., “ Serological Tests in the 
Diagnosis of Syphilis,” by Dr. R. Thomson ; (2) 5 p.m., “ Genito- 
urinary Tuberculosis, I,” by Mr. F. J. F. Barrington. 

LonpDoN UNIVERSITY. oil London School of Hygiene and Tro ical 
Medicine, Keppel Street, W.C., May 10, 5.30 p.m., ome 
Advances in C. hemotherapeutic Research at the Pasteur Institute,” 
by Professor Jacques Tréfouél (Pasteur Institute, Paris), 

University COLLEGE.—At _Physiology Theatre, Gower 
Street, W.C., May 10, 5.15 p.m., “ Physiological Properties of 
Ethyl ” Alcohol,” by Dr. M. Grace Eggleton. 

WRIGHT-FLEMING INSTITUTE OF Sumase, St. Mary’s Hospital 
Medical School, Paddington, W.—May 10, 5 p.m., “ Biochemical 

Properties of the Bacterial Cell Wall,” by Dr. E. F. Gale. 


Wednesday 
Giascow UNIVERSITY: DEPARTMENT OF OPHTHALMOLOGY.—May I], 
8 p.m., “ Pupillary Movements,”’ by Dr. Fergus Campbell. 
INSTITUTE OF UroLoGy.—At St. Paul’s | Hospital, Endell Street, 
London, W.C., May 11, (1) .* a.m., “ Biological False-positive 
Reactions for’ Syphilis,” R. Thomson; (2) p.m., 
” by Mr. H. P. 


Lecture Lae University 
pan,“ The 


ueen’s 
nnual 


b 
“ Calculous Disease of the ane and Ureter, I, 
Winsbury-White. 
SoutH-West Lonpon Mepical Society.—At Bolingbroke Hospital, 


Wandsworth Common, S.W., May 11, 8.30 p.m. Seventh meeting 
of session in conjunction with Wandsworth Division of B.M. 
Subject: Demonstration of cases by the honorary medical staff 
of Bolingbroke Hospital. 

Thursday 


BIRMINGHAM UNIversITy.—At Anatomy Theatre, Medical School, 
Birmingham, May 12, 4 p.m., “ The Excretion of Water by the 
Kidney, with Special Reference to its Neurohvpovhysial Control,” 
William Withering Lecture by Professor E. B. Verney, F.R.S. 

DurHAM —At Victoria Infirmary, Newcastle-upon- 
Tyne, May 12, ‘The Morison Approach to pyre 
Disease,” Fifth’ thotheltord Morison Lecture by Professor C. F. M 
Saint (Capetown). 

EpinsurGH UNIversity.—At Anatomy Theatre, University New 
Buildings, Teviot Place, May 12, 5 p.m., “ Medical Aspects 
of Splenectomy,”’ Honyman Gi lespie Lecture by Dr. H. N. Robson. 

INSTITUTE OF , DermaToLoGy, 5, Lisle Street, Leicester Square, 
London, W.G.—May 12, 5 p.m., “ Anogenital ’Pruritus,” by Dr. B 


Russell. 

INSTITUTE OF UroLoGy.—At Paul’s, Hospital, Endell Street, 
London, W.C., May 12, (1) 11 a.m., “ Congenital Syphilis,” by 
Dr. . M. Laird; (2) 5 p.m., “ he wee Tuberculosis, ll,” by 
Mr. F. J. F. Barrington. 

Burlington House, Piccadilly, London, W.— 
May 12, 4.30 2 ‘A Region of Biosynthesis,” Bakerian Lecture 
by Professor Raistrick, F.R.S. 

Sr. Gerorce’s Hospirat Mepicat Scuoor, Hyde Park Corner, 
London, S.W.—May. 12, 4.30 p.m., “ Psychiatry,’”’ lecture-demon- 
stration by Dr. D. Curran. ; 


Friday 

BirMINGHAM UNIVERSITY.—At Anatomy Th Medical School, 
Birmingham, May 13, 4 p.m., “ The Excret | of Water by the 
Kidney, with Special Reference to its Neurohypophysial Control,” 
William Withering Lecture by Professor E. B. Verney, F:R.S. 

Lonpon UNIversity.—At King’s Follege, Strand, W.C., May 13. 
5.30 p.m., “‘ Heart Metabolism and Coronary Disease,” by essor 
KL Goliwitzer-Meier (Hamburg). 

Royat MepicaL BENEVOLENT Funp.—At Medical 
11, Chandos Street, Cavendish ‘Square, W 


, 5.15 p.m., 
113th general meeting. 


of London, 


Saturday 
SouTH-East METROPOLITAN REGIONAL TUBERCULOSIS SoctEty.— 
At Royal Sea Bathing <7 Margate, May 14, clinical session, 
ee over by Dr. W. Armstrong, followed by luncheon at 
ayland Rock Hotel, 


APPOINTMENTS 


Mipptemiss, J. H., M.D., D.M.R.D., F.F.R., Director of 

Radiodiagnostic Department, United Bristol Hospitals. 
Middlemi: duat r 

Newcastle-upon-Tyne, and is the author of several papers on radiodiagnosis, ~* 

Dr. James A. Doull, Medical Director, U.S. Public Health Service, 
has been appointed Medical Director of the Leonard Wood Memorial 
(American Leprosy Foundation). Dr. Doull succeeds Dr. H. 
Windsor Wade, who, because of ill health, has been relieved of 
administrative duties and appointed associate medical director. Dr. 
Wade will continue his patholdgical studies at Culion, Philippine 
Islands, and the editorship of the International Journal of Leprosy, 
The headquarters of the medical department of the Memorial has 
been transferred from — P.I., to 1832 M Street, N.W,, 
Washington 6, D.C., U.S.A 


a, Miss EBA CRICHTON, M.B., Ch. B., D.P.H., Assistant Medical Officer, 
Burgh of Hamilton, Lanarkshire. 


Pr San, San, M.D., D.P.H., Deputy County Medical Officer, Somerset County 


Lawson, T. O. P. D., M.B., , Ch. B., D.Obst.R.C.O.G., D.P.H., Medical Officer 
of Health and School Medical Officer, County Borough of D Dudley. 


Parker, W. S., M.B., Ch.B., D.P.H., D.LLH., Deputy Mi of Heal 
County Borough of Brighton. puty Medical Officer of Health, 


BIRTHS, MARRIAGES, AND DEATHS 
BIRTHS 
Armia.—On April 18, 1949, to Dr. Margaret Armin 
Dr. Richard Armin, a third daughter. en a 
err —On April 1, 1949, at Edinburgh, to Margot, wife of T. J. Brownlee, 
R.C.S.Ed., twin sons. 
ntedn Apri! 10, 1949, at Maternity Wing, General Hospital, Sunder- 
land, to Dr. Catherine Glanvill; wife of Dr. Terry Glanvill, a daughter. Y 
Green.—On April 25, 1949, to Drs. Mildred and Norman Green, of Stoke-on- 
Trent, a son. 
Rigby.—On April 19, 1949, at Lewisham, to Joan, wife of Dr. J. P. V. Rigby, 
a daughter. 
Woodruff.—On Apri! 25, 1949, at the Middlesex Hospital, 
Helen, wife of Dr. A. Waller Woodruff, a daughter. 
Yeates.—On April 3, 1949, at Newcastle-upon-Tyne, to Mr. and Mrs. W. Keith 


Yeates, a daughter. 
MARRIAGES 
Gordon—Har-is-Wright.—On April 23, 1949, at St. George’s, Hanover Square. 
London, W., Ian James Gordon, M.B., Ch.B., Aberdeen, to Pamela Nonette 
Harris-Wrigit, M.B., B.S., M.R.C.S., L.R.CP., London. 
Thomson—Mowat.—On April 14, 1949, at Heath Congregational Church. 
Halifax, George _ Rossiyn Thomson, M.B., B.S., to Mary Stewart 


Mowat, M.B., 
DEATHS 

Barclay.—On April 26, 1949, at Oxford, Alfred Ernest Barclay, O.B.E., M.D.. 
D.Sc., F.R.C.P., of Oxford and Manchester. 

Churchill.—On April 23, 1949, Joseph Henry Churchill, 
of Byland House, Cleveland Walk, Bath. 

Detva.—On April 21, 1949, at Fielden House, London Hospital, Joseph Delva. 
M.D., of Hatherley House, Central Park Road, East Ham, E.6. 

Hailiday.—On April 18, 1949, at Highlands, Lacey Green, near Princes R's- 
borough, Bucks, John Rutherford Halliday, M.D. 

Hocken.—On April 16, 1949, at 8, Tremena Road, St. Austell, Cornwall, 
Melville Hocken, M.B., BS., former'y of Halesworth, Suffolk. 

Hodson.—On April 18, 1949, at his home, Snaresb-ook, Bergholt Road. Col- 
chester, Essex, Howard Bluntisham Hodson, M.D., D.P.H., aged 42. 

McKettrick.—On April 14, 1949, Frederick John McKettrick, M.B., C.M.Ed.. of 
Dane View, Danbury, Chelmsford, Essex, aged 84. 

Melvilie.—On April 14, 1949, at M;jlibank Milita-y Hospital, London, S.W.|. 
very suddenly, Charles William Francis Melville, C.B., M.B., Ch.B.Ed.. 
Major-General I.M.S., Ret., aged 72. 

Nefison.—On April 13, 1949, at Woking, Surrey, Henry John Neilson, C.B.E.. 
M.D., aged 86. 

Pattison.—On April 9, 1949, at 39. ee Villas, Cheltenham, Blanche 
Sutton Pattison, M.R.C.S., L.R.C.P., aged 5: 

Pawson.—On April 12, 1949, at Dyse:th, Sanhdin Edward Basil Pawson. 
M.B., B.Chir. 

—On April 5, Palmerston North, New Zealand, Charles William 


London, W., to 


M.R.CS., L.RCP.. 


Peach, M.B., C.M 


Richards. 
William Richards, C.M.G., 

Sewell.—On March 13, 1949, Sir Sidney Valentine Sewell, M.D., F.R.C.P., 
F.R.A.C.P., of Victoria, Australia. 

Syme.—On April 14, 1949, at Barnellan, om, Stirlingshire, William Sm:th 
Syme, M.C., M.B., Ch.B., F.R.F.P.S.G 

Turner.—On April 17, 1949 (Easter Day), 7 Ty Newydd, Ruabon, North Waics. 
Annie Catharine (née Lyon), the faithful and beloved wife of Dr. A. H. 
Turner, and’ mother’ of Arthur and Isabel. 

Warner.—On April 20, Devon and Exeter Hospital, Hazold 
Percy Warner, M.B., Rydal, Woodford Green, Essex, aged 63. 

eae holiday at hy ‘tae. Jersey, James Robertson Wills, M.B., B.Ch., 


—On April 18, 1949, at Downes, Monkleigh, Bideford, Devon, Owen 
DS.O., M.Ch., F.R.C.S 
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ANY QUESTIONS ? 


Any Questions ? 


Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


ctor of 


ded M.D. 
Infirmary, 
1osis, 


First Aid for Carbolic Poisoning 
Q.—What first-aid treatment should be given in cases of 


Service, J poisoning by phenol and by cresol antiseptics ? 
a A.—The object of first-aid treatment in poisoning by phenol 
ved of | or related antiseptics must be to evacuate from the stomach as 
1. Dr. & much of the ingested poison as possible and so prevent or 
ilippine § minimize its absorption and its local effects. The main form 
eprosy, & of first-aid treatment is therefore gastric lavage. Repeated 
rial has large quantities of lukewarm water should be used until the 
NW, washings are free from the smell of carbolic. This end-point 
may be difficult to determine, as the operator, often working 
‘ in an atmosphere laden with the smell of carbolic, will fail to 
bes detect by smell the relatively faint traces of the substance in the 
t County later washings. After this repeated lavage one of the reputed 
antidotes may be introduced into the stomach—for example, 
al Officer fF magnesium sulphate or sodium sulphate, 1 oz. (31 g.), or sugar 
of lime, $ oz. (15.5 g.), in half a pint (284 ml.) of lukewarm 
Health, § water. The value of these substances is not satisfactorily estab- 
lished, however, and in any case they should be removed from 
———= Jf the stomach after an interval of 10 to 15 minutes, and renewed 
if considered advisable. Alternatively, white of egg in milk 
S may be administered, or liquid paraffin, either pf which may 
be of some use in diminishing absorption and protecting the 
wife of | alimentary mucosa. If the respiration is failing, artificial respira- 
tion should be maintained and respiratory and cardiac stimu- 
sownlee, § Jants can be injected. Caffeine and fluids may be given by 
Sunder. | tectum. The administration of fluids intravenously is of value 
ater. but can hardly be considered a first-aid measure. 
itoke-on- It must be emphasized, however, that the feature of first-aid 
Rigby, | Meatment most likely to be of substantial value is the prompt 
’ § evacuation of the poison before absorption and severe local 
W.. to & necrosis have taken place. Too much must not be expected 
’. Keith | {0m the routine use of any known antidote. It should be 
remembered that carbolic is absorbed through the skin and 
also by inhalation. Where the skin surface has been contami- 
aus; § nated the area should be thoroughly cleansed, and for this 
purpose alcohol is recommended. 
Church. 
— Intravenous Saline in Intermittent Claudication 

Q.—What is the rationale of the use of intravenous hyper- 
» MD. ft ionic saline in cases of intermittent claudication? Has this 
.R.CP., § method of treatment proved of any value in cases with arterio- 
eae sclerotic changes ? 

A.—Intravenous injections of hypertonic saline have been 
ces Rss § used widely in the treatment of intermittent claudication, 
‘cornwall, @ Whether due to thrombo-angiitis or to arterial degeneration. 

Temporary benefit has often been reported. The effect is 
1d. Cok @ thought to be produced by suddenly increasing the blood 
-Ed.. of @ YOlume and thus promoting vasodilatation, which favours the 

collateral circulation in the affected limb. The results obtained . 
ita, & With saline are transient, and the method has fallen into disuse 
a because it was often necessary to infuse a litre daily. Promising 
C.BE.. § tesults were reported with plasma transfusion, but enthusiasm 
suede a oe when several patients developed homologous serum 

undice. 
Pawson. Serological Diagnosis of Whooping-cough 
Willizm Q.—To what extent can the serological diagnosis of whooping- 
ons cough be relied on? What recorded experiences are there 
. bearing on this subject ? 
RF A.—Various methods have been used to demonstrate the 
n Smith ff Presence of specific antibodies in the blood of patients with 

Whooping-cough. These antibodies dévelop rather late in the 
Wat course of the infection, usually from. the third week onwards, 

ind are therefore of little value for early diagnosis. The two 
Harold § methods which have been most commonly used in this country 


are the complement-fixation test and the agglutination reaction. 


In a child a positive reaction to the complement-fixation test in 
a dilution of 1 in 4 or more of the patient’s serum, using a 
killed culture of Haemophilus pertussis as antigen, is very 
suggestive of infection. The agglutination reaction is more 
variable and requires a fresh living culture for its perform- 
ance. - In the'U.S.A. the opsonocytophagic reaction and a mouse 
test for protective antibody are also used. British references ‘to 
the use of the complement-fixation test and agglutination re- 
action in pertussis are, respectively, Donald, A. B., British 
Medical Journal, 1938, 2, 613 ; and Evans, D. G., and Maitland, 
H. B., J. Path. Bact., 1939, 48, 468. 


Teaching Writing to the Left-handed 


.—Is there any standard method of teaching writing to the 
left-handed child? 1 know that such children should not be 
forced to use the other hand for writing, as this may lead to 
stammering or other forms of hesitancy. : 


A.—lIn teaching left-handed children to write, the following 
method has been found useful: (1) Place the paper slanting to 
right, not left. (2) Hold the pencil 14 to 2 inches (3.75 to 5 cm.) 
from the point, so that the hand does not block the view of 
what is being written. (3) Train the child to visualize before- 
hand what he is going to produce, as he would if drawing an 
object. (4) To encourage the movement from left to right, start 
by using both hands at the same time, making circles and 
strokes. Practise-slope towards right. (5) Write from a copy, 
very slowly and carefully, beginning with repeated single letters 
and without lifting the pencil from the paper. (6) Develop 
ambidexterity in other skills, such as woodwork and games. 

It is very important to avoid fatigue and hurry. Exercises 
should be carried out slowly and for short periods. The 
mechanical difficulties of left-handers are sometimes made 
worse by the anxiety of feeling an oddity, so this should of 
course be avoided so far as possible. It may be useful to 
stress the fact that the left-handed cricketer,or tennis-player 
may confound his opponents by his sinister dominance. 


Burning Buddleia 
Q.—When old Buddleia wood was burned in the garden I 
noticed a sweetish smell in the air and was affected in the nose 
and chest (I am a hay-fever subject). Not only did I sneeze, 
but I was rendered heavy and drowsy and “ queer in the head.” 
What particular ethereal oils or alkaloids in the tree would 
cause these reactions ? 


A.—Hypersensitivity to odours of plant origin has often been 
recorded as a cause of asthma and rhinitis. Thus asthma may 
occur in carpenters working with the wood of coniferous and 
other trees. With regard to Buddleia, however, no record can 
be found in the standard botanical reference books of any 
ethereal oil or alkaloid occurring in any species growing in 
this country. A Mexican species—Buddleia perfoliata—has 
leaves which contain an oil with a peculiar but pleasant odour, 
due apparently to the presence of fatty aldehydes. This species, 
so far as is known, is not in cultivation in this country. 


Weight Increase in Pregnancy 
Q.—What is the normal gain in weight of a pregnant woman, 
and what are the limits of normal variation? How is the 
increase accounted for? 

.—The gain in weight during normal pregnancy is subject 
to wide variation, but for practical purposes is generally 
reckoned as 24 + 10 Ib. (10.9 + 4.5 kg.). Avtcording to L. G. 
Chesley (Amer. J. Obstet. Gynec., 1944, 48, 563) two-thirds of 
normal women gain between 13 and 35 Ib. (5.9 and 15.9 kg.) 
but one-sixth more than 35 lb. The total increase in any one 
case, however, is to some extent dependent on the woman’s 
initial bulk, and Stander, H. J., and Pastore, J. B. (ibid, 1940, 39, 
928), suggest that it should not exceed 25% of the pre-pregnancy 
weight. There are, however, many exceptions even to this. 
The gain does not*take place regularly throughout pregnancy. 
In the first three months there is often little change, and even 
a loss may be recorded, especially when the woman has vomit- 
ing or anorexia. In thé last two or three weeks there is also a 
tendency to lose, or to cease to gain, weight, probably as a result 
of increased fluid excretion. It has been said that at no time 
should the monthly increase exceed 5 Ib. (2.26 kg.), otherwise 
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it may indicate occult oedema and the threatened onset of 
toxaemia. In, fact this sign is quite unreliable, and there may 
be a gain of as much as 10 Ib/’(4.5 kg.) in any one month 
without the development of toxaemia. 

The increase in weight is accounted for by: full-term child, 
7+ Ib. (3.4 kg.); liquor amnii, 24 Ib. (1.1 kg.); placenta, 1 Ib. 
(0.45 kg.) ; enlargement of uterus, 2 Ib. (0.9 kg.) ; breast develop- 
ment, 34 lb. (1.58 kg.): protein retention not included under 
other items, 4 Ib. (1.8 kg.); increase in blood volume, 34 Ib. 
(1.58 kg.); while the remainder is due to fluid retention in the 
tissues and a general deposition of fat. 


Sterilizing Skin before Injection 


Q.—What do you consider the best method of sterilizing the 
skin before immunization ? 

A.—For sterilization of the skin before subcutaneous or 
intramuscular injection of antitoxin, toxoid, or vaccine used 
in passive or active immunization a quickly acting disinfectant 
is needed, and preferably one which stains the skin so that the 
sterilized area can readily be seen. For this purpose tincture of 
iodine, or 1 to 2% iodine in 70% alcohol, is undoubtedly the 
most effective, since it sterilizes the skin in the least time it 
takes to dry—about 15 to 20 seconds. The skin should not be 
previously washed. Alternatively, 70 to 80% alcohol by itself 
may be used; absolute alcohol and methylated spirit are 
much less effective. Some cationic detergent preparations lke 
“cetavion” or “zephiran” are also quickly effective if used 
in 70% alcohol. The mercurial preparations, antiseptic dyes, 
hypochlorite, ether, and “dettol” have a slower or otherwise 
imperfect disinfecting action on the skin. 


Hyoscine Hydrobromide for a Child 


Q.—Is it safe to give hyoscine hydrobromide to a child of 
23 months? If so, in what dosage? The child in question is 
always travel-sick, and is shortly going to Ireland. 

A.—it would be quite safe to give hyoscine hydrobromide to 
a child of 23 months. A suitable dosage would be 1/400 gr. 
(0.16 mg.) half an hour before sailing, and a second 1/400 gr. 
at sailing time. 


Disturbed Micturition in Disseminated Sclerosis 


Q.—Can you suggest any treatment to counteract precipi- 
tancy and frequency of micturition in a case of disseminated 
sclerosis ? 

A.—The precipitancy and frequency of micturition in dis- 
seminated sclerosis arise, of course, from interference with 
the pathways concerned with the higher control of the bladder 
reflexes. As the cause is the actual damage to or loss of 
these fibres, medical treatment is of necessity disappointing. 
Theoretically, decrease in sensation of the bladder will improve 
the complaint, but this is difficult to attain, and the nearest 
approach to it is the use of sedatives, which the patient has 
probably already tried. Any infection, i!l-health, or deteriora- 
tion in general well-being makes these symptoms worse, and 
therefore should be prevented if at all possible. Limitation of 
fluid intake within reasonable limits also helps. Atropine has 
been used, but is disappointing. 


Toxicity of Phenobarbitone 

Q.—1 am interested in the toxic reactions to phenobarbitone 
(soluble). What symptoms have been reported so far? What 
effect, if any, has it on the appetite ? 

A.—Most of the reported cases of phenobarbitone poison- 
ing by ordinary doses have occurred in people who have an 
idiosyncrasy to the drug. The most frequent symptoms have 
been various types of skin eruptions, often accompanied by 
fever, mental disturbances, and sometimes nausea, gastric pain, 
and diarrhoea. There is much variation in the central nervous 
symptoms, which include delayed effects, extreme depression, 
excitement, and sometimes even mania. As with alcohol, there 
is a certain amount of habituation, but little real tolerance 
develops, and withdrawal reactions characteristic of morphine 
have not been observed. Prolonged use may lead to the 
development of psychical degeneration and. nausea. 

Its effect on appetite has been studied only in rats (M. R. 
Jones, J. comp. Psychol., 1943, 35, 1). In these experiments 


each rat received 80 mg. per kilo of body weight daily, whic} 
is large by human standards. During the first week the drugged 

rats ate more than the control animals; after the first week 

they. ate less. Cessation of injegtions after the sixth weg} 
caused a drop in the food intake in the experimental but not 
in the control groups. This decrease in food intake may be 
permanent, for the lower rate of growth persists. 


Treatment of Gout = 


Q.—What treatment is likely to benefit an active man aged 60 
who has suffered for years from rheumatism and had his first 
attack of gout in the left big toe eight weeks ago? He has 
lived for some years in a hotel, and any request for a special 
diet, or any serious disability, would almost certainly result in 
his being asked to leave. 


A.—The presumption in this case appears to be that all the 
patient’s previous “ rheumatism” has in fact been due to latent 
gout, which has at last declared itself in its true colours. With 
regard to treatment, this of course implies a permanent regimen, 
although this need not be made unduly difficult in this case,f MOré 
for the reasons given. The patient should, however, avoid§ of uU! 
alcohol, lead as quiet and regular a life as possible, with early§ an at 
bed, and feed on simple, plainly cooked food without condi-§ cardi 
ments. He should endeavour to avoid “ offal,” such as liver,§ or a 
heart, kidney, etc., and should considerably increase his intake syste 
of non-alcoholic fluids, preferably between meals. If in the y th 
future he has an acute attack, it will be essential to put him c 
to bed for a day or two. Even if it is possible for him to struggle 
along,-it is more likely to become chronic if he does so, For} Th 
one day he should’be given cinchophen 74 gr. (0.5 g.) thrice} wher 
daily. During this period he should also start taking tab.} tural 
colchicin. 1/64 gr. (1 mg.) hourly until he develops slight 
diarrhoea or vomiting; he should then drop the colchicine to sion 
one tablet thrice daily for two weeks. In the intervals between 
the acute attacks, as regards medicinal treatment (provided 
there is no contraindication, such as liver disease), he should 
continue one day every month (say, Sunday) on cinchophen Pai 
for the next six months; if the cycle can thus be broken, hep cult | 
may then develop no further acute attacks. 


NOTES AND COMMENTS 


Spread of Tuberculosis by Books.—Dr. T. Petrson (Plymouth 
writes: With reference to the question and answer on the possibility 
of books handled by tuberculous patients carrying tubercle bacilli 
(* Any Questions ? ” April 2, p. 601), I was surprised to see the state- 
ment made in your answer: “ Fortunately the bacilli become non- 
viable in about 48 hours when they are dry... .”’ Surely this is 
not in accord with accepted teaching. For instance, Muir and 
Ritchie (Manual of Bacteriology, 1937, London, p. 414) state thal 
dried phthisical sputum has been found to contain virulent bacilli 
after two months. Another authority gives a life of ten days or mort 
in road dust, or up to two months if kept in the dried state in the 
dark. The latter condition might well be found in an untreated 
library book. I may say that this question is of particular interes! 
to me, since I have for some time been considering the problem 


deser: 
distin 
exagg 
the n 
allow 
sympt 


of the provision of separate library facilities for tuberculous patients He: 
not in hospital. ‘ore 
Cause of Rib Fracture.—Dr. Kevin Byrne (Lakemba, New Sout! variet 
Wales) writes: A patient—muscularly strong—owner of a dairy, use¢ thoug 
to collect as cow-feed waste cabbages from Sydney’s “ Paddy - 
Markets,” tossing them on a large fork over a high-sided receptacl —, 
fitted to his lorry. One day a particularly heavy forkful slipped 0 histan 
as he started to toss. The anticipated exertion was used on the® ary 
lightened load. Muscular effort alone accounted for six very badl rterie 
fractured ribs, three on each side. 
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